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Gurd, F. B.: The Application of Rutherford Mori- 
son’s Technique of Wound Treatment to Civil 
Surgery. Canadian M. Ass. J., 1919, ix, 625. 


_The essentials of the Rutherford Morison tech- 
nique are: 

1. Exposure: (a) incision, (b) excision. 

2. Mechanical cleansing: (a) excision, (b) curet- 
tage, and (c) scrubbing. 

3. The application of antiseptics: (a) alcohol, (b) 
“ bipp. ” 

4. Suture: either immediately or after the lapse 
of several days in which the wound is packed with 
“bipp” and paraffin gauze. 

5. Infrequent dressings, i.e., every five to ten 
days. 

“Bipp”’ is prepared as follows: bismuth subnitrate 
1 part, iodoform, 2 parts, and liquid paraffin about 
1 part. The ingredients are thoroughly mixed to 
form a thick paste. 

According to the author, the use of ‘‘bipp” has 
been extremely successful in the treatment of war 
wounds and therefore ought to be useful in badly 
infected cases in civil surgery. 

A large carbuncle at the back of the neck yielded 
nicely to this form of treatment and only two 
dressings were necessary. Primary union had 
resulted at the end of nineteen days. Several other 
cases in which good results were obtained are also 
cited. Two cases exhibited symptoms of poison- 
ing characterized by stomatitis, bronzing of the 
skin, nausea, and vomiting, but the recovery was 
uninterrupted. 

If the technique is carefully carried out and the 
surface to be “bipped”’ is not larger than a foot 
square, the danger of poisoning is extremely slight. 

The advantages of the method consist of the ab- 
sence of the clinical signs of inflammation, relative 
freedom from pain during the dressings, and the 
small number of dressings and small amount of 
dressing material required. R. B. BeTTMAN. 


Polak, J. O.: The Relation of Pulse Pressure and 
Kidney Function to Operative Prognosis. 
Am. J. Surg., 1919, xxxiii, Anges. Supp., 82. 

At the Long Island College Hospital Polak 
investigated the clinical value of pre-operative 
pulse pressure and its relation to kidney function 
in the operative prognosis of gynecological patients. 
On admission the cardiac force of each patien. was 
studied in the following manner: 

The systolic and diastolic pressures were taken 
with the patient in the recumbent position, and 
the pulse pressure noted at rest. The patient was 
then seated on a stool and instructed to raise the 
arms and extend and flex the forearm for two 
minutes, when the systolic and diastolic pressures 
were again taken and the pulse pressure noted 
and recorded as after moderate exercise. Finally 
the patient was made to stand up with the 
legs spread apart and a pound weight lying be- 
tween her feet. This weight she was directed 
to raise over her head, then lower between the 
legs, and then raise it again. At first this was 
repeated ten times and then twenty times. The 
rate of the heart action is, of course, accelerated 
and the systolic pressure raised, but if the heart 
muscle is of good quality little or no change is 
noted in the pulse pressure. 

The test described is of value in estimating the 
quality of the cardiac muscle, especially in women 
who have been ill with infectious diseases for a 
long time. 

In order to estimate the renal function the sul- 
phophenolphthalein output was also estimated. 


The author found that on averaging the normal ' 


pulse pressure at 35 millimeters, the phthalein 
output for two hours in the normal case averages 
about 60 per cent. When the pulse pressure is 
high, say 60 or 70 millimeters, the phthalein reading 
will be either high or low, depending on the state 
of the kidney struc‘ures. When the reading is 
low, the pulse pressure has to be relatively high 
to compensate for the diminished renal function. 
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On the other hand, when the phthalein reading is 
low, say 20 or 30 per cent in two hours, and the 
pulse pressure is also low, the patient is a poor 
operative risk and the condition of the cardiac 
muscle is always questionable. The one fatai case 
of postoperative cardiac dilatation showed a pre- 
operative pulse pressure of 24 and a phthalein out- 
put of only 29 per cent. 

From a study of over 200 consecutive abdominal 
cases Polak concludes: 

1. That the pulse pressure is a test of the mus- 
cular strength of the individual heart when endo- 
cardial lesions can be excluded. 

2. That the efficiency of the kidney function is 
directly dependent upon the cardiac force of the 
patient, provided the kidney structures are normal 
or i pproximate the normal. 

3. That ether anesthesia of an hour does not 
disturb the relation of pulse pressure and kidney 
function unless the operation is accompanied by 
considerable loss of blood. 

4. That when the pre-operative kidney function 
is low the pulse pressure must be relatively high to 
compensate for the deficiency, as it is of no value 
to add saline by skin or bowel or infusion unless 
there is sufficient cardiac strength to take it up 
and carry it along. 

5. That when both the pulse pressure and 
phthalein output are low the operative prognosis 
should be guarded. 

6. That morphine in large doses during opera- 
tion seems to help in diminishing the shock but 
has a definite effect in diminishing the kidney 
output. I. C. HERB. 


Bonnefon: The Biological Conception of the Sur- 
gical Operation; Will the Transplantation of 
Certain Diseased Tissues Determine Their 
Regeneration? (Du concept biologique 4 l’acte 
chirurgicale; la transplantation de certains tissus 
morbids, peut-elle déterminer leur régénérescence? ) 
J. de méd. de Bordeaux, 1919, xc, 218. ‘ 


In the transplantation of tissues Bonnefon believes 
that biological and surgical problems are intimately 
associated in determining either success or failure. 
.The vital qualities and power of grafted tissue are 
important factors in assuring and directing the 
surgical procedures. 

Much experimental and clinical evidence has led 
to the formulation of certain general laws with re- 
gard to transplants, i.e.: 

1. That assimilable graft tissue is regularly as- 
similated by the tissue into which it is implanted. 

2. That a healthy assimilable graft transplanted 
into pathologic tissue becomes itself pathclogic or 
regenerates pathologically. 

3. That an assimilable graft in process of de- 
generation or pathologic in character may lose this 
character when transplanted into healthy tissue. 

A clinical exposition of these facts is given by 
an operation devised in 1913 by Morax on the 
opaque cornea. Discs cut with the trephine from 
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the opaque cornea and the transparent periphery 
are transposed. The transparent disc becomes in- 
vaded by the pathologic abnormal tissue in which 
it is implanted and itself becomes opaque, while the 
pathologic graft implanted in sound tissue in time 
becomes normal and transparent. The ultimate 
condition of the graft is thus determined by the 
character of the tissue into which it is implanted. 
The cellular elements of the grafted tissue die and 
are replaced by non-cellular tissue derived from the 
new environment. In aplastic operation, therefore, 
the prospects are not very encouraging unless the 
pathologic tissue is completely cut away from the 
site into which a graft is to be implanted. When a 
graft is surrounded by normal tissue it may be 
expected to “take” normally. 

These theoretical considerations have been 
applied by Bonnefon to the treatment of pterygium. 
From the biological law it is evident that a patho- 
logic tissue excised and re-implanted might re- 
generate normally if iis anatomic environment were 
changed. Following the operative processes in 
general use, an excised pterygium was found to 
recur again and again, but in two cases in which the 
author operated experimentally on the basis of 
the biologic law his success went beyond what he 
had hoped for. In these cases the pterygium was 
entirely excised far into the sound tissue. After 
hemostasis was effected it was re-implanted in its 
old bed but its position reversed so that the head 
which had been adherent to the cornea was sutured 
toward the inner angle and the base fitted to the 
corneal limbus. After twenty-four hours the 
morphologic characteristics of the pterygium were 
entirely changed. The vascular network was de- 
stroyed and replaced. On the following day the 
aspect of the graft was that of an irregular rectangle, 
cherry-red in color and slightly cedematous. After 
two or three weeks it was impossible to detect any 
trace of the former pterygium and the aspect was 
merely that of an ordinary autoplastic graft. 

Bonnefon believes that experimental work of this 
character should interest surgeons as it precisely 
confirms the biological laws reduced from extensive 
research work carried on by himself and others 
which govern the transplantation of tissue. The 
result obtained in the case reported is macroscopic 
proof of a fact which in other cases can be determined 
only by microscopic examination. 

W. A. BRENNAN. 


LeConte, R. G.: The Delayed or Late Extraction of 
Intrathoracic Projectiles by the Method of 
Petit de la Villéon. Ann. Surg., 1919, xx, 37. 


This method depends upon the localization of the 
projectile with regard to its anatomical surround- 
ings in contradistinction to its mathematical situa- 
tion from surface markings. The foreign body is 
then removed by sight with forceps through a small 
buttonhole opening under the control of the X-rays 
and a fluoroscopic screen. The anatomical localiza- 
tion is discussed as regards seven different regions 
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and the dangerous and not dangerous areas of the 
lung. The technique of the operation is described 
and also the method of correlating the shadows of 
the tip of the forceps and the projectile by rotation 
of the operating table on its long axis. Three es- 
sentials are necessary for the successful practice of 
the method: 

1. The acquisition of the radioscopic eye. 

2. The intuitive correlation of the two shadows 
made by the foreign body and the point of the 
forceps. 

3. Gentleness and dexterity of the hand. 

The principle underlying the success of the 
method depends upon the fact that a closed forceps 
can be made to traverse a healthy lung without 
injuring the vessels or bronchi. The danger from 
hemorrhage will come during extraction, when the 
blades of the forceps do not protect the surrounding 
tissues from cutting edges of the projectile. 

The author discusses also the incidents which 


may occur during extraction, such as hemoptysis, 


pneumothorax, hemothorax, etc., the after-care of 
the patient, the dangerous zones from which pro- 
jectiles should not be removed by this method, 
and the question of removing foreign bodies from 
the hilum of the lung. Data are given of 422 ex- 
tractions with a mortality of a little less than 1 per 
cent, and the statistics of 92 extractions done by 
Robin. The indications for operation are sum- 
marized. 


Vaccarezza, R. F.: Jejunal and Gastrocolic Fistulz 
Due to Peptic Ulcer Following Gastro-Enter- 
ostomy (Fistulas yeyuno y gastrocélicas por 
Glcera péptica consecutiva a la gastro enterostomfa). 
An. d. Inst. mod. de clin. med., Buenos Aires, 1919, 
ili, 264. 

Vaccarezza says that the statistics collected by 
Van Roojen (up to 1919) show that 89 per cent of 
jejunal ulcers developing after a gastro-enterostomy 
perforate into the abdominal cavity or into the 
intestine. The proportion ought not be so high and 
the author believes it will be reduced when the 
means of arriving at an early diagnosis are im- 
proved. 

In all cases of peptic ulcer opening into the colon 
the gastro-enterostomy was of the posterior type. 
In an anterior gastro-enterostomy the jejunum is 
fixed to the abdominal wall and upon opening exte- 
riorly gives rise to a jejunal fistula. Of 29 cases of 
peritonitis due to this cause which were collected 
by Lion and Morea the gastro-enterostomy was 
anterior in 24 and of the Roux type in 4. Int 
its character was not stated. 

The prophylactic treatment of gastro- or jejuno- 
colic fistula is that of the peptic ulcer which caused 
it. According to the author, the gastro-enterostomy 
of choice is the posterior transmesocolic operation 
of von Hacker. The Roux gastro-enterostomy 


favors ulcer, this predisposition evidently resulting 
from the distance between the duodenum and the 
anastomosed portion of the stomach, as it is known 


that the resistance of the jejunal mucosa to the 
action of the gastric juice decreases according to the 
distance of the jejunum from the first portion of 
the small intestine. 

The Y gastro-enterostomy exposes a portion of 
the jejunum to contact with a chemical acid with 
the hope that it will be neutralized by the biliary and 
pancreatic secretions; it enormously increases the 
peptic action of the gastric juice. The neostomy 
ought to be large and placed near the pylorus. High 
openings are dangerous as the stomach contents 
increase in acidity toward the cardia. Adhesions 
about the anastomosis should be avoided as they 
check peristalsis, favor stasis, and increase the 
peptic action of the gastric juice. 

The author favors the exclusive use of catgut 
sutures in the gastro-enterostomies as non-ab- 
sorbable materials act as foreign bodies and help 


to diffuse the gastric juice in the neighboring - 


tissues. 

After operation the patient should be given 
suitable medical treatment. If in spite of all pre- 
cautions symptoms of secondary ulcer occur, a 
strict dietetic and therapeutic régime should be 
instituted. If this fails, a second operation should 
be performed. 

The treatment of gastro- or jejunocolic fistula is 
strictly surgical and consists in destroying the fis- 
tulous tract by separating the colon from its gastric 
and jejunal connections and suturing the resulting 
openings. 

If necessary, the old gastro-enterostomy should 
be obliterated and a new one done. If there is 
stenosis of the transverse colon it should be treated 
by colocolostomy and resection of the strictured 
part, colosigmoidostomy, or ileosigmoidostomy. 

The author reports one case of gastrocolic fistula 
which developed after a posterior gastro-enterostomy 
and a subsequent jejunal ulcer in a man 28 years of 
age. The jejunum was freed from its connection 
with the stomach and colon, the fistulous tract 
extirpated, and the stomach orifice closed by catgut 
sutures in three planes. A strictured portion of the 
colon was resected with the galvanocautery and 
the ends anastomosed side-to-side. A fresh an- 
terior gastro-enterostomy was also done. The 
patient died of purulent generalized peritonitis 
four days after operation. W. A. BRENNAN. 


ASEPTIC AND ANTISEPTIC SURGERY 


Dunne, J. S.: Notes on Surgical Work in a General 
Hospital, with Special Reference to Carrel- 
Dakin’s Method of Treatment. J. Roy. Army 
Med. Corps, Lond., 1919, xxxiii, 58. 


This article is based upon notes made by the 
author during a period of seven and one-half months 
while acting as officer in command of a surgical 
division in a hospital at a port of embarkation. 

During the period under review battle casualties 
were treated and 481 operations were performed 
under general anesthesia. 
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The condition of the wounds as they arrived at 
this hospital and the methods by which they had 
been treated were noted. 

1. A number admitted from a casualty clearing 
station had been treated with flavine and Z paste and 
had been kept by that station for a period of from 
six to ten days. The results were exceptionally 
satisfactory. When the patient can be kept under 
observation and it is possible to perform an early 
and complete operation this, therefore, seems an 
ideal method. 

2. Patients who had been treated with ‘“‘bipp” 
paste did not arrive in the same satisfactory con- 
dition. Most of them were thoroughly septic. 

3. Patients who had been treated by the salt 
pack method arrived bathed in foul smelling dis- 
charge. Bacillus pyocyaneus was a constant finding. 

4. Patients treated by the Carrel-Dakin method 
arrived in good condition and if the complete opera- 
tion had been performed and the technique strictly 
carried out, it was often difficult to realize that they 
were suffering from gangrenous wounds, 

The success of the Carrel-Dakin method was 
obvious from the first. Secondary hamorrhage dis- 
appeared practically completely in the cases under 
treatment. Moreover, the patients were cheerful and 
happy and dressings were not dreaded. 

V. P.. DreDERICcH. 


ANZSTHETICS 


Reimann, S. P.: The Acid-Base Regulatory Mech- 
anism in Anesthesia. Am. J. Surg., 1919, xxxiii, 
Anes. Supp., 86. 


Reimann states that in 30 to 85 per cent of opera- 
tive cases there is sufficient alkali in the body to 
neutralize the increased amount of acid substances 
formed as a result of anesthesia, while in 15 to 20 
per cent the body supply of alkali has been depleted 
to a point at which symptoms occur. Analyti- 
cal data were secured mostly by estimates of the 
amount of bicarbonate in the blood plasma. If 
normal persons from 60 to 75 cubic centimeters 
of carbon dioxide are yielded per 100 cubic centi- 
meters of plasma. This is derived practically 
entirely from bicarbonate. When there is an in- 
creased amount of acid, an equivalent increased 
amount of bicarbonate will be neutralized, and, of 
course, a smaller amount of carbon dioxide will be 
revealed by analysis.. The reduction in the bi- 
carbonate which has been found to occur after 
anesthesia and operation averages from 5 to 15 
cubic centimeters of carbon dioxide per 100 cubic 
centimeters of plasma. With the normal of from 
60 to 75 cubic centimeters, this decrease in the large 
majority of cases does not reduce the carbon dioxide 
to below 50 cubic centimeters. The latter figure 


may be accepted as the lower limit of compensated 
acidosis, and above it no symptoms of acidosis 
will occur. 

In 1908 Reicher found an increase in the amounts 
of ketone bodies, i.e., acetone, diacetic acid, and 
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B-hydroxybutyric acid, in the urine after anes- 
thesia. This observation has been repeatedly 
confirmed by Reimann and others. Direct evidence 
that these ketones are increased in the blood after 
anesthesia is afforded also by direct analyses. The 
author has computed that, on an average, 60 per 
cent of the observed fall in carbon dioxide of the 
plasma is accounted for, molecule for molecule, 
by these ketonic acids estimated as acetone. 
There is, therefore, definite evidence of an increase 
in the blood of at least one series of organic acids. 
Accordingly, the cause of a'large part of the de- 
crease in: bicarbonate is demonstrated. 

. Ketones. are well-known products of partial or 
incomplete oxidation. It has been repeatedly shown 
in experiments which need not be cited that oxi- 
dation is diminished during anesthesia.. It seems 
highly probable that other, as yet unidentified, 
acids of partial oxidation are also produced in 
excess. It is evident, therefore, that the sum 
total of these acids will determine the amount of 
alkali which will be withdrawn from the available 
quantity in the blood. 

Since suboxidation is the important, if not the 
only, cause of the formation of acids during anes- 
thesia, the prevention of the formation of these 
acids must be directed toward the cause of the 
diminished oxidation. From these same experi- 
ments and others, it can be definitely stated that 
oxidation is diminished somewhere between the 
oxygen in the blood and the oxidizable substances 
in the cell. Further interference with oxidation 
is so intimately associated with the anesthetic 
agent that to prevent suboxidation is to prevent 
anesthesia. The protection of the patient against 
acidosis must therefore reside in supplying the body 
with alkali. Then when acids resulting from an- 
zsthesia are formed, a sufficient amount of alkali 
will be available to neutralize them and compensate 
the acidosis. 

Further studies have confirmed what has been 
demonstrated before, that the ammonia and 
titratable acidity of the urine are increased after 
anesthesia. To put it briefly, these acids are neu- 
tralized by sodium bicarbonate and ammonia as 
they are formed, and later probably by other 
available but less easily mobilized bases such as 
calcium and magnesium. The salts of the acids 
ate then excreted and thus eliminated from the 

ody. 

It can be said with safety that the symptoms 
which acidosis will produce of itself will vary accord- 
ing to the degree of the condition from mild 
headache and general mental dullness to coma and 
death. It cannot be stated dogmatically what 
symptoms were due to that condition in the 15 per 
cent of cases which showed acidosis, but it can 
be affirmed decisively that these patients suffered 
more nausea and vomiting, headache, and gas 
pains and took a longer time to recuperate than 
did the others in whom the acidosis was com- 
pensated. 
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Impaired kidney function, as would be expected, 
was a definite factor. In such cases there was 
not only the failure in the excretion of acid sub- 
stances, but also the retention of other acids not 
resulting directly from the anesthesia. Patients 
with diseases that drained the body of reserve 
alkali before operation, for example, severe, long- 
standing infectious processes and fever with its 
increased metabolism which caused excess acidity, 
always showed a marked diminution in carbon 
dioxide. 

The interpretation that the reduction in plasma 
bicarbonate is due to over-ventilation of the lungs 
and not to acids was discussed for reasons which 
are clear. The decision between the two is funda- 
mental. It has been recommended that carbon 
dioxide be given with the anesthetic to make up 
from outside sources the carbon dioxide of inside 
metabolic origin which has been lost in excess 
through too rapid and too deep respiration. Suffice 
it to say that the acidity of the blood is a factor in 
maintaining the activity of the respiratory center. 
If the carbon dioxide of the blood is diminished 
through excessive ventilation and if the blood 
becomes more alkaline asa result, this normal stimulus 
would be diminished and the patient would stop 
breathing. It would then be logical to give carbon 
dioxide to keep the activity up to a given stimu- 
lating point. Since, however, other acids are 
formed in the body and in excess, this treatment 
is not only illogical but actually harmful. Under 
such circumstances and since carbon dioxide is an 
acid, insult would be heaped on injury by adding 
just so much more acid to that which has already 
been formed. 

In conclusion it is recommended that estimation 
of the bicarbonate content of the plasma be made 
freely for the patient’s comfort. When the pathology 
is grave and of long standing, when the operation 
is apt to be lengthy or serious, when there is, or is 
likely to be, a hemorrhage, or when there is a 
possibility of shock, it is not only advisable for 
postoperative comfort, but imperative for the 
patient’s safety that these estimations be made. 

I. C. Hers. 


Long, W. H.: Vapor Anzsthesia for Oral and 
Facial Surgery. Am. J. Surg., 1919, xxxiii, Anes. 
Supp., 77- 

Long discusses the difficulties of maintaining a 
smooth, satisfactory, and uninterrupted anesthesia 
for prolonged surgical work within the mouth or 
about the face and concludes it is for this reason 
that surgeons and anesthetists have contented 
themselves with the unsatisfactory technique of an 
interrupted administration with its delays and its 
dangers. 

The latter are at least two-fold for we know that 
an anesthesia going from deep to shallow—an 
anesthesia in which the procedure is a very profound 
induction, then withdrawal until the reflexes return, 
or even until voluntary muscular action is nated 
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(this may be repeated many times)—is more dan- 
gerous than a smooth and continuous maintenance 
of anesthesia at a given depth. Moreover, as a 
proper aseptic technique cannot be adhered to ‘under 
an interrupted or intermittently administered 
anesthesia, the danger of infection is that much 
increased. 

Int atracheal anesthesia with the complicated 
apparatus necessary fo its employment and the 
dangers incident to, and arising solely from, the 
method has never impressed the author favorably. 
A brief description of his own method he believes 
might be of interest and afford evidence that sim- 
plicity and lack of elaborate and complicated 
equipment are not incompatible with efficiency, 
—— no hing new is claimed for the parapher- 
nalia. 

The Hitz bottle, which is merely an improved 
Junker, and the foot-bellows are all the apparatus 
needed save the various conductors, mouth-gag, 
nasal tubes,.or cheek-hooks. The foot-bellows is 
cheaper, more portable, and as efficient as an elec- 
tric motor blower. The anesthetist soon learns to 
control the volume of air with the bellows, and the 
Hitz bottle is so made that any port on of the pumped 
air may be forced through the anesthetic agent. 
This is its advantage over the original Junker. The 
bellows may be worked at the same speed and the 
same volume of air may be pumped, while the con- 
troller on the top of the bottle may be adjusted so 
that much or little anesthetic vapor is conducted to 
the patient. At the ‘‘air” or inlet tube of the Hitz 
bottle is a Y made with a stopcock on one arm. A 
cylinder of oxygen is attached to this for emergency 
use or to augment the atmospheric air current from 
time to time if cyanosis or other indications for 
increased oxygenation are observed. The Junker 
apparatus is open to the theoretical objection that 
a constant vapor is not maintained. 

The author advocates the use of a chloroform- 
ether mixture. Any method may be used for induc- 
tion but the nitrous oxide-oxygen-ether sequence is 
preferred. For young children the essence of orange- 
ether sequence is best, but for maintenance a mixture 
of chloroform and ether is advised. The proportion 
in most cases is, roughly, chloroform one part and 
ether two parts, but this is varied according to the 
type of patient, and the chloroform is increased in 
the mixture when difficulty in maintenance is anti- 
cipated. Chloroform is a more powerful narcotizing 
agent than ether, and as the mouth cannot be covered 
to prevent the entrance of air, chloroform is the 
better agent for the method. However, re-inforce- 
ment with ether is essential for its stimulating 
effect, so that as a measure of safety the profound 
ae ap of chloroform alone may be counter- 
acte 

Clinically and practically a mixture of chloroform 
and ether in which chloroform forms from one- -third 
to one-half of the mixture gives a narcosis which 
acts, like chlo-oform and has the appearance of an 
ether anesthesia. I. C. Hers. 
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Sourdat, P.: Regional Anzsthesia in Gastric 
Surgery (L’anesthésie régionale en _ chirurgie 
gastrique). Presse méd., Par., 1919, xxvii, 193. 

The author’s method of inducing regional abdom- 
inal anesthesia which was devised in 1914 consisted 
of infiltrating the spinal nerves at their emergence 
from the spine sufficiently near the spinal foramina to 
include the communicating branches of the sympa- 
thetic nerves. In this way the splanchnic nerves are 
blocked off and a sufficiently profound anesthesia is 
obtained to permit operation upon the stomach, bile 
passages, etc. The seven last intercostals and the two 
first lumbar nerves on each side must be infiltrated. 

It is admitted that the method is faulty as its 
results are not always the same and the number of 
nerves to be infiltrated makes it objectionable to the 
patient, especially when bilateral anesthesia is 
essential. 

To remedy the inconvenience Wendling has de- 
vised a method of anzsthetizing the splanchnic 
nerves at their emergence from the diaphragm and 
where they enter the solar plexus. Here the splanch- 
nic nerves are embedded in loose cellular tissue at the 
sides of the abdominal aorta and then enter the inser- 
tions of the gastrohepatic and gastrophrenic folds. 
This region, the base of which is formed by the body 
of the twelfth dorsal vertebra, is bounded on the left 
by the cardia and the lesser curvature, beneath by the 
posterior cavity of the omentum and pancreas, and 
above by the left lobe of the liver. Injections made 
into the loose tissues enter the solar plexus and anzs- 
thetize the splanchnic nerves. 

The puncture is made about 4% centimeter to the 
left and 1 centimeter below the apex of the xiphoid 
on the transverse line joining the lower edges of the 
sixth ribs. A needle 9 centimeters long inserted 
perpendicularly through the skin, the left lobe of the 
liver, and the peritoneal cavity reaches just above 
the coeliac trunk. From 50 to 80 cubic centimeters 
of a1 percent novocaine solution areinjected. Usu- 
ally the needle is not inserted more than 6 centi- 
meters. 

Although the penetration of the needle through 
the liver and close to the aorta appears somewhat 
dangerous, it will not be alarming to the experienced 
_ surgeon who is used to making deep punctures with 
a fine needle. Wendling admits that it has occasion- 
ally happened that arteries or veins were punctured, 
but the consequences were trivial; besides, there is 
the control afforded by the operation which opens 
the abdomen ten minutes after the puncture. In 27 
cases operated upon by Wendling and anesthetized 
according to this technique he found no effusion 
of blood in the peritoneum and no _ hemor- 
rhage from the punctured liver. Anaesthesia was ob- 
tained in 26 cases sufficient for gastrostomies, jejun- 
ostomies, biliary operations, and resections of the 
small intestine. 

The splanchnic injection ought to be preceded by 
infiltration of the abdominal wall with a weak solu- 
tion of novocaine. The postoperative results are 
very satisfactory. W. A. BRENNAN. 
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Stanley, L.: Spinal Anzsthesia in Upper Ab- 
_— Surgery. California J. Med.,.1919, xvii, 
183. 

During the past four years 600 operations have 
been performed at the California State Prison with 
the use of spinal anesthesia. Of these, 68 were 
operations performed between the nipples and the 
umbilicus. The anesthetic was tropacocaine solu- 
tion. 

As the specific gravity of tropacocaine solution 

is 1.027 and that of the cerebrospinal fluid only 
1.007, the solution gravitates toward the head when 
the patient is placed in a Trendelenburg position. 
Sensation is then abolished as high as the nipples 
and sometimes even in the arms and hands. 
_ The amount of tropacocaine used was % to 3 
grains. Anesthesia of the epigastrium occurred in 
four or five minutes after the injection. To save 
time, local anesthesia may be used for opening the 
abdomen. Occasionally it was necessary to finish 
the operation with ether. 

The average fall of blood-pressure was 28 milli- 
meters. If the fall is alarming, 4 or 5 drops of 
adrenalin in salt solution may be given subcu- 
taneously. 

The advantages of spinal anesthesia in opera- 
tions upon the upper abdomen are that the anzs- 
thesia is induced quickly, no anesthetist is re- 
quired, the abdominal walls are thoroughly relaxed, 
there is little shock as the spinal cord is temporarily 
blocked, there is seldom any vomiting, the lungs 


‘are not affected, and pneumonia does not follow. 


H. J. VAN DEN BERG. 


Syms, P.: Sacral Anesthesia: a Preliminary Re- 
port. Med. Rec., 1919, xcv, 991. 


Syms states that by injecting about an ounce of 
fluid containing 6 grains of novocaine and 10 minims 
of a 50 per cent solution of calcium chloride into the 
sacral canal, complete anesthesia of the parts sup- 
plied by the sacral nerves is produced. Surgical 
operations in the neighborhood of the perineum and 
around the anus may then be performed without 
the risk that attends local anesthesia on the one 
hand and spinal anesthesia on the other, and the 
patient is spared the discomforts and risks which 
accompany general anesthesia. 

Injecting into the sacral canal is not injecting into 
the spinal canal. The needle does not penetrate 
the dura and the fluid is therefore entirely epidural. 
The nerves lying in the sacral canal being bathed 
with the novocaine solution, this‘is a true instance 
of nerve blocking as distinguished from infiltra- 
tion. 

The method of injection is that described by 
Thompson. If the coccyx is movable, it will be 
quite easy to locate its upper end and in this way 
the lower end of the sacrum. If the two bones are 
ankylosed, it will not be so easy, but there is always 
an angle at the point of juncture. Usually the 
hiatus can be plainly palpated and recognized by 
the two prominent points which mark its sides. 
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The needle must be introduced in a direction 
parallel with and posterior to the canal the lower 
end of which is closed by a dense fibrous membrane. 
After the membrane is penetrated the needle should 
not be introduced much further. A distance of 3 
or 4 centimeters is sufficient. Thompson has found 
that the lower end of the dura is on an average 5.8 
centimeters from the hiatus; the shortest was 
4 centimeters, the longest, 7 centimeters. The 
needle should be introduced detached from the 
syringe so that it may be determined whether its 
point has entered the spinal canal or a blood vessel. 
In either case the injection should not be made. If 
blood flows it will show that the needle is in a vessel, 
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Archibald, E.: A General Consideration of Wounds 
of the Head in the War. Med. Rec., 1919, xcvi, 16 


In a general presentation of the subject the 
writer points out that, among other things, the 
war has brought a clearer conception of the effect 
of high velocity missiles, more accurate knowledge of 
symptomatology and the prognosis as to late results, 
and better operative procedures for the treatment 
of penetrating wounds. 

In this war missiles fell roughly into three classes: 
pointed bullets, round shrapnel bullets, andfragments 
of high explosive shells. The lesions caused by them 
varied greatly according to the velocity at the 
moment of impact. A projectile of great velocity 
gives out force not only in the direct line of its path 
. but also at right angles to that path. 

The degrees of damage from maximum to mini- 
mum vary as follows: 

1. Explosion, with the vertex fissured in all direc- 
tions or blown off, scalp and dura widely torn open, 
and a large part of the brain disorganized. 

2. Perforation, in which the entrance wound is 
usually small and the exit large. Bone fragments 
are frequently driven in. 

3. Penetration only, the missile lodging in the 
brain. 

4. Contusion or fracture of the external table, 
with or without fracture of the inner table. The 
dura may or may not be torn, and the brain may 
be considerably bruised, with or without cortical 
hemorrhage. 

5. Scalp alone injured, the bone intact, fissured, 
or slightly depressed. The brain may be super- 
ficially bruised. 

Wounds made by perforation of the helmet were 
usually lacerating and superficial. The dura was 
rarely opened to any greater extent than the skull. 
As a rule the area of destruction of brain substance 
was decidedly wider than the actual track of the 
projectile. Free bleeding in the brain tissue was 
rare. 
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robably a vein. If cerebrospinal fluid escapes, it 
foe penetrated the dura. In either case it should 
be withdrawn sufficiently before the injection is 
begun. If the needle is properly within the canal, 
there will be no resistance to the flow of fluid. It 
will be as though the injection were being made into 
space. If the needle is not in the canal, but in the 
fascia outside the canal, resistance will be felt to the 
flow of the fluid. Before introducing the large 
needle the skin and superficial tissues must be 
anesthetized. 

Anesthesia should be complete in the region of the 
anus in twenty minutes and will last two or three 
hours. ‘ 1. C. Hers. 
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Infection of the brain, while frequent, wa sless com- 
mon than would be expected. Most of the deaths 
which occurred at the Base after the second week 
were due to spréading infective encephalitis. Death 
due to cortical meningitis extending from the wound 
of entry was rare. Quite a large proportion of cere- 
bral wounds examined bacteriologically proved to 
be sterile. 

The early symptoms of concussion seemed physio- 
logically to be the result of a hyperacute anemia of 
the cortex and the vital centers in the medulla. 
Wounds of the head should not be operated upon 
when the blood-pressure is below 100, the breathing 
is shallow, and the pulse weak or fast. The average 
penetrating or even perforating head wound was 
not followed by any serious degree of general brain 
compression, though mild compression was common. 
The prognosis in cases of penetrating and perforating 
wounds was worse. Symptoms of general compres- 
sion usually disappeared in three or four days, 
though in some instances unconsciousness lasted 
much longer. Later symptoms usually depended 
upon infection. 

The study of local injury or compression has 
enriched neurology. A noteworthy example is the 
longitudinal-sinus syndrome described by Holmes 
and Sargent. 

Lumbar puncture was of value in the diagnosis of 
subdural bleeding and of meningitis, as well as 
therapeutically in the latter condition. In acute 
cases there is danger in withdrawing more than a 
very few cubic centimeters of spinal fluid for the 
relief of serious compression, though careful with- 
drawal of asmall amount may give at least temporary 
benefit. In later stages lumbar puncture was un- 
doubtedly beneficial, especially for the relief of 
headache. 

Scalp wounds should be excised. Wide excision 
and primary suture of all save the largest gave 
excellent results. The trephining of cranial wounds 
in which the dura was not penetrated was favored 
by most surgeons. If the dura appeared healthy, 
bone fragments were replaced and the excised 
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scalp wound was closed. If subdural hemorrhage 
is suspected the author believes that the dura 
should not be opened except by an expert. When 
the dura has been penetrated the prognosis becomes 
worse and the treatment more difficult. 

In scalp and bone wounds early removal of the 
whole wound track with foreign bodies, the intro- 
duction of an antiseptic, and primary suture of the 
scalp as performed in the last two years of the war 
gave good results, though it is not yet possible to 
judge accurately as to the relative merit of the open 
and closed methods of treatment. 

The methods of Cushing and Willems are dis- 
cussed. The writer is inclined to believe that Cush- 
ing’s block removal of the wound in the bone is in- 
advisable, andthat the bone edges may be rongeured 
away so as to leave the defect as small as possible. 

According to the statistics of British and French 
writers, the late results have been better than was 
expected, W. H. Napier. 


Primrose, A.: Cranioplasty. Ann. Surg., 1919, Ixx, 1. 


The degree of disability resulting from the 
existence of a defect in the bony vault of the 
cranium varies within wide limits and is dependent 
upon a number of factors, including the size of the 
opening, the amount of scar tissue, and the damage 
sustained by the meninges of the brain as well as 
by the brain substance itself. There is also a certain 
psychic factor which has to be reckoned with in 
estimating the disability. The mental attitude of 
the wounded man may tend to give one an exag- 
gerated conception of his trouble as indicated by 
the subjective symptoms or, in exceptional circum- 
stances, the reverse may be the case. 

The series of cases described in this paper con- 
sisted of 42 cranioplasties performed upon 36 
patients. 

Age: The youngest patient operated upon was 
19 years of age, the oldest 40 years. The average 
age was 26.5 years. 

The region of the cranium affected was as follows: 
frontal, 12; frontoparietal, 6; parietal, 15; occipito- 
parietal, 6; occipital, 2; and temporo-occipital, 1. 

The wounds were all received while the patients 
. were in active service, and most of them were due 
to bullets or shrapnel. 

The time which elapsed between the reception 
of the wound and the cranioplasty varied from four 
to fifty months. The majority of the operations 
were performed within one year. The average time 
was fifteen and two-tenths months. 

The symptoms varied in proportion to the extent 
of the wound and the region of the brain involved. 
For example, when the so-called “‘silent areas” of 
the brain were involved the symptoms were sub- 
jective in character, while in other cases there was 
evidence of an organic lesion such as hemiplegia, 
aphasia, defective vision, loss of hearing, loss of 
smell, etc. 

The author made a careful analysis of the symp- 
toms and the results obtained by successful cranio- 


plasties in the whole series of 42 operations and 
records the results in detail. 

Headache: All patients except 4 _ suffered 
from headache. The 4 free from this symptom 
had wounds in the parietal region and suffered from 
hemiplegia. As a rule the headache was relieved 
by the operation but there were 10 exceptions. 
In 4 of these it was only slightly relieved, in 
5 it persisted as before, and in 1 it was worse 
after operation. 

Dizziness: This distressing symptom was re- 
lieved in all instances except 2. : 

Loss of memory: The operation had no appre- 
ciable effect. Many patients with loss of memory 
showed progressive improvement before operation 
and the progress continued subsequently. 

Deafness, noises in the ears, defective vision: 
These conditions were not affected by the operation. 

Aphasia: There were 5 cases of aphasia in 
varying degree. Most of these showed progressive 
recovery which was not influenced by the operation. 

Hemiplegia: Fifteen patients exhibited hemi- 
plegia in varying degree. Some of them became 

emiplegic immediately after receiving the wound 
but more frequently the condition developed some 
hours afterward. All showed a greater or less 
extent of progressive improvement subsequently, 
but the operation did not seem to have any effect 
upon the progress maintained. In one instance 
hemiplegia developed in association with Jacksonian 
seizures after a cartilage graft had been inserted 
but the paralysis entirely cleared up and the seizures 
ceased after removal of the graft, free dissection 
of - scar tissue, and the substitution of a fascial 
graft. 

Jacksonian epilepsy: Six cases of Jacksonian 


epilepsy were operated upon. In all of these cases . 


there was a history of hemiplegia and the gap was 
in the parietal region of the cranium. With one 
exception the epilepsy was relieved but the operation 
was performed too recently to warrant the assump- 
tion that the condition is permanently cured. The 
exception was that of a man who had a recurrence 
and died in a convulsion four months after the 
operation. 

Loss of the sense of smell: One patient who had 
a double frontal gap no doubt suffered injury to the 
olfactory lobe of the brain at the time of the injury. 
The operation had no effect upon the resulting loss 
of the sense of smell. 

Dyspnoea: In one case of hemiplegic and Jack- 
sonian seizures there was also difficulty in breathing. 
The latter was not relieved by operation. 

Sense of fear, nervousness, and fear of being 
struck on the head; a feeling of. insecurity: Such 
sensations were very common. Closure of the gap 
in the cranium was most effective in allaying dis- 
tressing symptoms of this type. 

Marked mental depression: The operation was 
most beneficial in dissipating this condition. 

Character of the gap, size, pulsation, impulse on 
coughing, depression below the surrounding sur- 
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face: The gaps varied in size from 3 centimeters 
in diameter to 9 by 12 centimeters. In most cases 
pulsation was observed except where the scar 
tissue immediately over the gap was very dense and 
firm. In nearly all instances there was impulse on 
coughing. A common and very characteristic 
feature was a bulging of the soft tissues covering 
the gap when the patient stooped over with his 
head between his knees. When the erect attitude 
was resumed the bulging was replaced by a depres- 
sion. These conditions entirely disappeared after 
firm closure of the gap. 

The scar: It became important to study the 
extent of the scar and remove it. Its firm adhesion 
to the dura mater often made dissection difficult. 
The scar should be removed as it frequently har- 
bors infection and its vascularity is poor. 

Nausea and vomiting: Mention is made of these 
symptoms because they were conspicuous by their 
absence, a fact which is perhaps not surprising 
because, in the cases urider consideration, the 
intracranial pressure was probably diminished. 
Nausea was present in only one instance. 

Restricted movement of the lower jaw: One 
patient had fixation of the jaw due to implication 
of the temporal muscle in scar tissue. This was 
relieved by dissection. 

The type of graft employed was as follows: 
cartilage, 27 cases; bone, 13 cases; and fascia, 2 
cases. 

The cartilage grafts were all autogenous as were 
also the bone grafts, with one exception. The ex- 
ception was that of a very large cranial defect which 
was closed by a graft from a human cadaver. 

There were three cases in which it was necessary 
to remove a silver plate which had been inserted at 
another hospital. In each of these a cartilage graft 
was substituted successfully. 

The technique of the operation: The technique 
employed was described previously by Wilson in 
the Annals of Surgery for March, 1919. 

The cartilage graft: In the insertion of a car- 
tilage graft the important point is to see that each 
piece of cartilage completely spans the gap and 
rests on a ledge of bone prepared for its reception 
at the edge of the gap. If an end of the cartilage 
lies free and unsupported in the gap, firmness 
will not be secured; there will be impulse on cough- 
ing and possibly pulsation. 

The bone graft: Gaby has devised what is called 
the ‘“‘bone-button graft.’”” This is suitable when 
the gap is small, under 2 inches in diameter. The 
trephine is applied over the gap in the skull so as 
to cut o.5 centimeter from the margin down to the 
diploé. The outer table is then chiseled off and a 
shelf of inner table thus left for the reception of the 
graft. A button of bone is then removed from the 


tibia by the use of the same trephine and trans- 
ferred to the gap. With an Albee motor-saw fitted 
with a guard a rectangular gap may be closed with 
equal accuracy. A bone graft from a cadaver was 
used in the case of a patient who had a very large 
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cranial defect measuring 9 by 12 centimeters. The 
graft was prepared in such fashion as to encourage 
as far as possible the vascularization of the trans- 
planted bone and its incorporation with the living 
tissues of the host. A piece of the parietal bone of 
suitable size was cut from the cranium of the cad- 
aver. The inner table of the graft was reamed 
off so as to expose a diploic surface into which it 
was hoped blood-vessels might grow. The bone was 
then penetrated by numerous holes 3 millimeters 
in diameter and 6 millimeters apart. This converted 
it into a sieve and yet preserved sufficient firmness. 
The edges were beveled and made to fit accurately 
the ledge of inner table prepared for their support 
in the recipient’s skull. When the graft was 
placed in position there was a large cavity between 
its concave surface and the dura mater below. This 
would obviously be a menace as it would lodge blood 
or serum and favor suppuration. Fortunately the 
patient was a stout man and it was possible to 
remove a flap of fascia lata, including a good thick 
pad of superficial fat, from his thigh. This plug of 
fat was turned toward the brain and the flap of 
fascia secured in place by a few catgut sutures. 
The patient made an excellent recovery and X-ray 
plates of the skull taken three and a half months 
after the operation show a gradual disappearance 
of the holes and the deposition of tissue of some 
density in their place. Four months after the 
operation the graft was absolutely firm and satis- 
factory. 

The fascial graft: This is simply a graft of fascia 
lata which was used in 2 cases in which the use of 
bone or cartilage grafts was unsuccessful. The 
degree of firmness secured was of distinct advantage. 

Mortality: There was no operative mortality in 
the series of 42 cases. One man died four months 
after the operation in convulsions. 

Infection: It is remarkable that in such cases 
infection does not occur more frequently in view of 
the amount of scar tissue present and the history of 
previous infection of the wounds. In 2 cases 
material resembling bone dust was found near the 
margins of the gap. This material yielded a pure 
culture of staphylococcus but in both instances 
perfect closure of the wounds and a successful 
graft were obtained. It is obvious that the resistance 
of the tissues of the scalp and cranium to infection 
is much greater than that of the tissues about an 
infected bone in the extremities where, as is well 
known, plastic work invariably fails in the presence 
of infection. Infection of the wound occurred in 
only 5 cases of the series reported. In 2 of these 
the wound healed and the graft remained firm 
in spite of the infection. In 3 the graft was re- 
moved or sloughed out. Two of these grafts were 
of cartilage and 1 of bone. 

The fate of the graft: In 1 instance it was 
necessary to remove a cartilage graft eight months 
after its insertion because it was not firm. This 
was the author’s first case and the lack of firmness 
was due to faulty technique in that the pieces of 
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cartilage were not long enough to span the gap and 
obtain support upon the ledge of inner table. At 
operation the graft was found firmly united to the 
tissues in which it was embedded. It showed no 
gross evidence of atrophy and appeared to be nor- 
_ mal cartilage. Histologically it was found that it 
had been invaded by blood-vessels from the sur- 
rounding fibrous tissue. There were some areas 
of deeper staining which were assumed to be deposits 
of calcareous material but as far as the examination 
went it seemed that the transplanted cartilage 
had not undergone any marked change and pre- 
sented the normal appearance of hyaline cartilage. 
That changes occur in a bone graft was shown by the 
X-ray plates taken of a graft transferred from the 
cadaver. Three months and a half after the opera- 
tion the holes-were found to be disappearing and 
dense tissue was being deposited while the graft 
remained firm and solid to the touch. 

The relief of symptoms by cranioplasty: A 
thoroughly satisfactory and firm graft was secured 
in 34 cases out of the 42. The bone graft and the 
cartilage graft seemed equally efficient. In 19 
cases the symptoms were completely relieved by 
the operation, in 2 they were rendered worse, in 9 
improved but not wholly relieved, and in 5 not 
changed. 

The author summarizes his conclusion as follows: 

It is possible to close a gap in the skull success- 
fully by a graft of bone or cartilage and thus restore 
the integrity of the unyielding cranial vault. The 
operation is attended by little danger to life as 
shown by the absence of mortality in the series of 
cases reported. The relief of symptoms directly 
dependent upon the existence of the gap — such as 
headache, dizziness, the fear of injury, the sense of 
insecurity, and occasionally the worry and mental 
depression dependent upon the presence of an ugly 
deformity, particularly in the forehead—is as a 
rule immediate and complete. It is probable that 
when such a symptom as headache is not relieved, 
the trouble is dependent also upon some other’ con- 
dition. The gratitude expressed by men who are 
relieved of these comparatively simple but most 
distressing maladies and are rid of their deformity 
is sufficient guarantee that the operation is war- 
ranted. 

The value of the operation in more complicated 
cases, more particularly cases of Jacksonian epilepsy, 
is less evident. Relief has been obtained in some 
instances but it is impossible to make a definite 
statement as to the probable permanence of the 
relief. The principle that all sources of cortical 
irritation should be removed if possible might 
speak in favor of the operation in such cases, but the 
graft itself may be a source of irritation as evidenced 
in 1 case of the series reported. In this instance 
a bone graft was removed and a fascial graft sub- 
stituted with relief of the convulsions up to the 
present time, four months after the operation. In 
the majority of the cases of Jacksonian epilepsy 
some measure of relief was undoubtedly secured. 


INTERNATIONAL ABSTRACT OF SURGERY 


This would be explained by the relief of symptoms 
directly dependent upon the existence of the gap 
and the presence of scar tissue causing cortical 
irritation. Therefore the gap should be closed in 
these cases in order to eliminate the symptoms due 
to the existence of the defect and with the hope that 
in addition, the epileptic seizures may be ameliorated. 

The effect of operation on such symptoms as 
defective vision, aphasia, loss of memory, deafness, 
and other symptoms dependent upon organic 
cerebral lesions is of little or no value. 

The value of the fascial graft is well worth con- 
sidering. When there is cortical irritation with 
much scar tissue implicating the dura mater, it is 
most serviceable to make a free dissection of the 
cicatricial tissue, remove the patch of dura mater 
involved and substitute a patch of fascia lata to 
close the rent. 


Frazier, C. H.: The Choice of Method in Opera- 
tions upon the Pituitary Body. Surg., Gynec. 
& Obst., 1919, xxix, 9. 

In its pathologic deviations the pituitary is not 
unlike the thyroid gland. As in the thyroid so in 
the pituitary the most common lesion is the adeno- 
ma, in both instances often with cystic develop- 
ments. It is within the limits of a reasonable esti- 
mate to say that 75 per cent of pituitary tumors 
may be classified as adenomata. 

The symptoms of pituitary disorders which must 
be reckoned with are: (1) those due to general 
intracranial pressure, such as headache; (2) those 
due to involvement of the optic chiasm and tract— 
the ocular phenomena; (3) those due to involve- 
ment of neighboring structures; and (4) those due 
to secretory derangement. In large measure the 
surgeon is asked to intervene for one of three condi- 
tions, either distressing headache, vomiting, or 
failing vision. 

Of the methods of approach to the pituitary body 
time and experience have eliminated all but two— 
the submucous septal approach (Hirsch-Cushing) 
and the author’s fronto-orbital method. Guided by 
the basic principles of (1) safety and practicability, 
(2) amplitude of exposure, and (3) end-results, the 
author analyzes the merits of these two methods. 

The mortality of the submucous septal approach 
is 9 per cent, and of the fronto-orbital, 6.4 per cent. 
When the endonasal route is used meningitis must 
always be reckoned with and has been responsible 
for the majority of fatal cases. When the pituitary 
lesion is primarily and exclusively intrasellar and 
at the time of operation has not extended beyond 
its bounds, the lesion may be dealt with satisfactorily 
by the nasal approach; as a matter of fact, however, 
it is impossible in many instances to determine by 
roentgenograms or the symptoms how far the lesion 
has extended beyond the sella or whether it ever 
began there. A pituitary lesion entirely intrasellar 
is not sufficient to cause optic atrophy and certainly 
not the signs of increased intracranial tension; the 
presence of either of these bespeaks usually an 
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extrasellar extension and to the author’s mind this 
should be recognized as a strong argument in favor 
of the frontal approach. Another factor is the 
condition of the sphenoid sinus. If the latter is 
shown by the roentgenogram to be largely or 
entirely obliterated the results of the intrasellar 
approach will be of short duration for in this case 
there is no opportunity for expansion of the lesion. 
Moreover, as about 19 per cent of adenomata de- 
velop cysts, mere evacuation by puncture is of 
only transitory benefit. Hence it is necessary to 
remove a portion of the cyst wall, and this can be 
done effectively only by the exposure afforded by 
the direct suprasellar approach. Another restriction 
to the endonasal method is met with in the un- 
developed sinuses of children. 

The author then describes modifications of his 
original operation which was reported in 1913. 
The essential difference is that in the original the 
approach to the sella’was extradural, whereas now 
it is intradural. This facilitates elevation of the 
frontal lobe, affords a more satisfactory view of the 
sella region, and avoids the necessity of removing 
the roof of the orbit. 

In conclusion Frazier states that the surgeon deal- 
ing with pituitary lesions should be familiar with 
both methods. As time goes on, however, he 
believes the fronto-orbital route will be found to 
have a wider field of application. 

The steps of the operation are clearly illustrated 
by twelve cuts. P. G. SKULLERN, JR. 


Lemaitre, F.: Exclusion of the Subarachnoid 
Spaces Applied to the Treatment of Abscesses 
of Otitic Origin, and in General to Surgery of 
the Brain (Exclusion des espaces sous-arachnoi- 
diens appliqué: au traitement des abcés d’origine 
otique et, d’une facgon générale, 4 la chirurgie 
d’encephale). Presse méd., Par., 1919, xxvii, 312. 


Lemaitre’s paper was presented in May, 1919, 
at the eleventh French Congress of Otorhino- 
laryngology. His conclusions are summarized as 
follows: 

1. Like all serosa the meninges defend them- 
selves by the formation of adhesions. Such adhe- 
‘sions create a veritable spontaneous exclusion of 
the subarachnoid spaces in every sense comparable 
to the exclusion of the peritoneal cavity. Therefore 
the surgeon should respect them and in some 
instances re-inforce them. 

2. When healthy, the meninges can be trans- 
formed at a selected point into a fibrous screen at 
will. The surgeon should create such a screen when- 
ever he intends to approach the brain. 

3. The provoked exclusion of the subarach- 
noid space may be effected by a simple, precise, 
and almost infallible technique. The advantages 


obtained from such exclusion are that meningitis 
and cranial hernia are avoided. 

4. Meningeal exclusion finds its application in the 
treatment of cerebral or cerebellar collections what- 
It may be applied also in other 


ever their origin. 
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cases of encephalic surgery such as the search for 
and extraction of foreign bodies. 

5. In addition to its effect upon the prognosis of 
surgical affections of the brain, the exclusion of the 
subarachnoid spaces appears to be an important 
advance in the development of cerebral surgery. 

W. A. BRENNAN. 


Lang, W.: Ivory Exostosis Growing from the Roof 
of the Frontal Sinus into the Orbital and 
Cranial Cavities, Removed Through an Os- 
teoplastic Opening in the Cranium by Mr. 
Donald Armour. Proc. Roy. Soc. Med., Lond., 
1919, xii, Sect. Ophth., 16. 


Lang and Armour report a case in which an 
ivory-like exostosis originating from the frontal 
sinus grew into the cranial and orbital cavities, 
displacing the left globe forward, downward, and 
outward, depressing the roof of the orbit, and 
producing diplopia but no other symptoms. The 
tumor was exposed by means of an osteoplastic 
flap with its base at the supra-orbital margin, the 
dura and frontal lobe being retracted, and the 
growth removed with chisel and cutting forceps. 
Complete recovery ensued. W. F. Moncrerrr. 


Sebileau, P., and Caboche, H.: Anatomical Re- 
search in Regard to Total Rhinoplasty (Recher- 
ches anatomiques sur la rhinoplastie totale). Res. 
maxillo-faciale, 1919, iii, 218. 

An ideal total rhinoplasty requires the reproduc- 
tion of the nasal bones, cartilages, and septum. 
This the authors endeavor to do by what they term 
the “three frontal grafts” process. 

Three pieces of bone covered with periosteum are 
inserted beneath the frontal skin, the middle piece 
for a bridge and the two others to replace the nasal 
bones and the alar cartilage. The three grafts are 
arranged horizontally between the skin and the 
pericranium in such a way as to be enclosed by a 
horizontal skin flap with a vertical orbitonasal 
pedicle of the type used by Nélaton and Ombre- 
danne. 

When the re-inforced flap is cut out and twisted 
around its pedicle to an angle of 90 degrees and each 
of the two lateral grafts is reflected from the middle 
graft with the raw surface inside, a figure resembling _ 
the back of an open book is obtained. The two 
lateral grafts which simulate the covers of the book , 
are intended to replace the nasal bones and alar 
cartilages and the middle graft, which simulates the 
back of the book, to form the bridge of the nose. 
A substitute for the nasal septum is then provided 
by bending the lower part of the median strip at 
about 20 millimeters from its end and turning it 
inward. 

The authors tried this procedure on several ca- 
davers with very satisfactory results. The complete 
technique is divided into 5 stages as follows: (1) 
preliminary measurements and preparation of a 
pattern of the nose, (2) cutting the grafts, (3) trans- 
planting the grafts, (4) cutting out the bone and 
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skin flap, and (5) constructing and suturing the nasal 
pyramid and covering it with skin strips. The de- 
tails of each stage are described. 

The four points of contact with the skull—one 
above, below the glabellar region, made by the upper 
end of the bridge; one below, in the maxillary re- 
gion, made by the septum; and two lateral, also in 
the maxillary region, made by the side pieces— 
— a firm foundation. The esthetic effect is 
good. 

The authors have carried out this triple graft 
method in several cases, in two of which they have 
recently performed the final operation. The results 
remain to be seen but there are evidences already 
that they will be satisfactory. W. A. BRENNAN. 


NECK 
a, A.: The Neurology of Cervical Ribs. J. 


Am. M. Ass., 1919, Ixxiii, 1. 

Since the introduction of the roentgen ray cervical 
ribs have often been discovered unexpectedly. Two 
investigators found 63 and 70 per cent respectively 
occurring in women. Cervical ribs are congenital 
but the clinical manifestations develop rarely under 
the tenth year of age and commonly between the 
tenth and thirtieth years. In a little more than half 
the cases they are bilateral. When only on one side, 
the left side is involved more frequently than the 
right. Occasionally they show hereditary tendencies. 

The disturbance occasioned bears no relation to 
the size of the rib. Gruber classifies cervical ribs 
according to their size into four groups: (1) those 
consisting of only a node which does not extend be- 
yond the lateral dimensions of the transverse pro- 
cess of the vertebra; (2) those which are merely 
blunt fingers of bone 4 or 5 centimeters in length; 
(3) those which extend far enough forward to articu- 
late with the first rib or even to be attached to the 
sternum by a ligamentous cord; and (4) those which 
are complete ribs having a vertebral origin and costo- 
sternal cartilages. 

Cervical ribs are commonly associated with other 
skeletal abnormalities, especially of the sternum, 
vertebrx, and ribs. The articulation of the cervical 
rib to the vertebra is a full synostosis or is partially 


osteal. Modifications of the scalene muscles are 


caused by the projection of this adventitious bony 
development, but the subclavian artery always 
curves above the rib or the fibrous cord which ex- 
tends from its tip forward to the sternum and some- 
times causes as much damage as a fully developed 
bone. The thorax is also changed to some extent 
in its conformation, its apexes being higher. 

The symptoms of cervical ribs appear after the 
first decade, due to the naturally increasing rigidity 
of the bony and cartilaginous structures, the reduc- 
tion of arterial elasticity, and the increased weight 
thrown upon the upper extremity in the various 
activities of life. In some cases the arm disorders 
are occasioned by traumatism. Tuberculosis of the 
pulmonary apex may be found in association with 


cervical ribs and at times a contiguous inflamma- 
tion seems to have reached the brachial nerve 
trunks. Cases of periostitis of the supernumerary 
rib have been observed and occasionally the rib is 
the seat of a tumor growth. Nerves passing over the 
rib show an increased vulnerability under general 
systemic toxic conditions such as diphtheria and 
arthritis, and disorders in the peripherial distribu- 
tion have followed subsequently. An arteriosclero- 
sis of the subclavian may seriously affect the nerve 
structures as well as cause vascular faults. 

The symptoms are not relative to the size of the 
structure. The early symptoms are merely local 
signs such as at times a tumor mass, a salient sub- 
clavian artery, general widening of the root of the 


neck, and a lofty lung apex. 


A change of the character of the pulse on each side 
may be noted, and certain positions such as when 
the hand is raised above the head or drawn down- 
ward may stop the pulse or change its amplitude. 
At other times the pulse varies with the respiration, 
tending to disappear with full inspiration. Rarely 
there is a disturbance of the subclavian by rib pres- 
sure which produces thrombosis and loss of pulse. 
Other cases may show a subclavian aneurism at 
the point of going over the rib. The peripheral cir- 
culation is disturbed and at times has been mis- 
called Raynaud’s disease. The fingers are often blue 
or reddened and oedematous. The hand on the 
affected side is more quickly influenced by cold and 
is colder. In the severe cases intense oedema, vaso- 
motor flushing, and hyperhydrosis are frequently 
observed. 

Nerve changes are the most common features and 
may be confined to the distribution of a single nerve 
or occur in the entire member. Neuralgic pains may 
extend to the back of the neck, the back of the shoul- 
der, the region of the ear, the axillary line of the 
chest, or over the entire side of the body. Sensory 
disturbances are worst in the fingers, most commonly 
in the ulnar distribution. Parzsthesia, hyper- and 
hypo-sensitiveness of all grades may be found. 
There may even be dissociation of sensation. On 
the motor side weakness is usually pronounced but 
complete paralysis is rare. All varieties of claw hand 
may be found and often functional difficulties are 
present in the use of the hand, especially in the finer 
movements such as writing. 

Disturbances of the trophic control in the small 
muscles of the arm and hand are very common. 
The muscles originating from the internal condyle are 
the group most frequently involved in the forearm. 
There may be changes in the skin, especially at the 
finger ends, such as trophic blebs, glossy skin, 
changes in the nails, and hemorrhages under the 
nails. At times the sympathetic nerve has been in- 
volved, giving rise to pupillary disturbance, ptosis, 
and retraction or protrusion of the eye. The phrenic 
nerve may also be affected. Hoarseness has been re- 
ported in a number of cases. 

Streissler found cervical scoliosis in 16 per cent of 
his cases. This deviation may be attended by more 
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or less asymmetry of the face and of the skull, and 
by compensatory curves in the dorsal region. At 
the same time there is a postural displacement of 
the shoulder and scapula. 

The diagnosis is based on the symptoms and the 
X-ray findings but is often very difficult. The con- 
dition has been confused with tumors in the neck or 
upper dorsal vertebra, aneurisms of the subclavian, 
Raynaud’s disease, brachial neuritis, subacromial 
bursitis, and arthritis of the shoulder, pachymenin- 
gitis cervicalis, poliomyelitis, progressive atrophy, 
syringomyelia, intercostal neuralgias, cervical scoli- 
osis. and pthisis. 

The course of the condition extends over a long 
period of time, with intervals of comparative or 
complete freedom from symptoms. The latter 
come on insidiously and finally reach such a de- 
gree that heroic surgical intervention is readily 
accepted. 

In the milder cases, conservative treatment, such 
as rest, avoidance of strain, and support of the arm, 
is advisable. At this stage electricity, massage, ap- 
plications of heat and cold, and, general measures 
may be employed. In the more pronounced grades 
of the condition recourse to surgery is the only means 
of cure. The extirpation of a cervical rib is one of 
the most difficult of major surgical operations be- 
cause of the very precise anatomic dissection re- 
quired and the fact that this dissection is done in a 
very dangerous locality. Incomplete removal of 
the rib may be followed by its regrowth with re- 
turn of symptoms. It seems highly important 
that the periosteum should be completely removed. 
When complete extirpation can be effected the pros- 
pect for full relief and restitution of function is good, 
although some of the symptoms, such as chronic 
nerve, vascular, and trophic processes, require a long 
period of time and treatment for complete cure. 

I. W. Bacu. 


Hormacche, D. G.: The Treatment of Primary and 
Secondary Thrombophlebitis of the Jugular 
by Grunert’s Operation (El tratamiento de las 
tromboflebitis primitivas o secundarias del golfs de 
la yugular por la operacién de Grunert). Rev. 
espan. de cirug., 1919, i, 310. 

The thrombophlebitis which the author discusses 
can at times be diagnosed only during operation. 
Up to a few years ago such a diagnosis following 
acute or chronic otorrhoea was equivalent to a 
sentence of death. The number of operative re- 
coveries, however. has increased as the operative 
technique has been improved and is especially 
large when the diagnosis is made and the operation 
performed early. 

In this condition the thrombosed sinus should 
be opened. Contra-indications to operation are 
(1) extension of the thrombophlebitis to the superior 
lateral sinus; (2) extension to the sinus cavernosa; 
(3) poor general condition, comatose or cachectic; 
and (4) purulent meningitis. 

Thrombosis of the jugular may be primary, as is 


generally the case in acute otorrhoea, or secondary 
to thrombosis of the lateral sinus, as in chronic 
otorrhcea. 

The treatment was not sufficiently radical until 
the adoption of Grunert’s technique. The lavage 
method is rational and up to a certain point practi- 
cal, but has dangers and is insufficient. Curettage 
is not devoid of danger and is illusory as it is too 
limited. 

In comparison with these methods the drainage 
procedure as initiated by Alexander was a real step 
forward, but it did not suppress the focus of in- 
fection, and the danger of the extension of the 
phlebitis to the neighboring veins remained. 

With the Grunert method and its perfecting 
modifications devised by Laurens and Lombardi 
the demands of modern surgery regarding infectious 
processes are satisfied for there is ample disinfection 
with drainage to the exterior of all the infected 
area. W. A. BRENNAN. 


Beilby, G. E.: Acute Thyroiditis. N. York State 
J. M., 1919, xix, 274. 

In a series of o1 operative thyroid cases the author 
had only 3 cases of acute suppurative thyroiditis. 
In 2 instances the condition was found in glands 
that were otherwise normal, and in 1, in a cystic 
adenoma. 

Infection of the thyroid by the lymphatic route 
is rare because, although the thyroid is situated 
close to structures which frequently become in- 
fected, it has no direct lymphatic connection with 
them. Infection may occur by way of the blood ° 
stream, however, especially when there are degener- 
ative changes in the gland as in cases of adenomata 
containing haemorrhage. 

The absence of the usual local signs of suppuration 
and inflammation in the early stages makes the 
diagnosis difficult and because of the pressure upon 
the trachea and oesophagus the cause of the trouble 
is usually sought first within the throat. 

The pressure felt is due to the disposition of the 
thyroid capsule which splits at its posterior border, 
one leaf passing in front of the trachea and complete- 
ly enveloping the gland and the other and thicker 
leaf passing to the dorsum of the pharynx and 
oesophagus. A sudden increase in volume within 
this capsule therefore causes compression. 

The conclusions drawn are as follows: 

1. Acute thyroiditis is relatively infrequent in 
both the normal gland and in pre-existing pathol- 
ogical conditions. 

2. Particularly in the early stage the condition 
is apt to be unrecognized. 

3. The diagnosis can be made more readily if the 
possibility of acute thyrciditis is borne in mind 
and is confirmed by the stone-like hardness of the 
gland. 

4. Treatment by simple incision and puncture 
under local anesthesia, avoiding all possible injury 
to the gland tissue, will give the best results. 

K. L. VEHE. 
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CHEST WALL AND BREAST 


Malone, A. E., and Wardrop, J. G.: Recurrent 
Chylothorax Following Trauma. Lancet, 1919, 
exevi, 1116. 

The authors report the case of a French sailor 
who, ten days before coming under observation, had 
fallen a distance of 10 meters. His chief complaint 
on admission to the hospital was dyspnoea, and on 
examination a diagnosis of pleural effusion was 
made. Paracentesis was done, 200 ounces of milky 
fluid, slightly tinged with blood, being withdrawn. 
On the third day further aspiration was required, 
and re-accumulation of fluid then became so 
prompt that aspiration became necessary every 
other day. During the three weeks of observation 
a total quantity of 81 pints was removed. The fluid 
when examined on several occasions showed no 
evidence of tubercle bacilli. 

Autopsy was negative as far as establishing any 
cause for the collection of chylous fluid, and no 
injury to the thoracic duct was found. Tuberculosis 
is occasionally responsible for chyliform effusion, 
but there was no evidence of tubercular lesions, The 
blood count was also negative. Milton has reported 
a case in which 15 pints of chylous fluid were with- 
drawn from the left pleural cavity at one time, with 
recovery of the patient. He attributed the effusion 
to tuberculosis of the thoracic duct. 

D. C. BALFour. 


Bernabeo, G.: Artificial Pneumothorax and 
Thoracentesis in the Treatmert of Hemo- 
thorax (Pneumotorace artificiale e toracentesi nella 
cura dell’ emotorace). Riforma med., 1919, xxxv, 310. 


A more or less severe haemothorax is a symptom 
in almost 90 per cent of thoracopulmonary wounds. 
Clinically there are 3 types of haemothorax: {1) 
acute and generally fatal; (2) slow but progressively 
increasing; and (3) acute, non-fatal, and slow in 
development. The author, however, prefers to 
classify such cases into only 2 groups: the rapidly 
fatal acute and the acute non-fatal hemothorax 
which is sometimes slow and sometimes rapid in 
development. 

Surgeons are divided in their opinions with regard 
to the treatment. Some recommend a systematic 
active and radical treatment while others prefer to 
abstain from operation. Some adopt the so-called 
expectant treatment. 

Morelli maintains that artificial pneumothorax 
practiced systematically is the ideal, both for pre- 
vention and treatment. As a preventive measure it 
favors cicatrization and encysting of a projectile 
which remains in the lung; as a curative measure it 
obviates harmful action of the blood upon the pleura 
and lung as well as the formation of adhesions. 
Every established haemothorax requires thoracente- 


sis and this operation ought to precede the pneumo- 
thorax. Morelli proposes the application to lung 
wounds of Forlanini’s method of treating pulmonary 
phthisis by artificial pneumothorax. 

Objections which have been made to Morelli’s 
method are: (1) that it is impossible for the injected 
air to escape by the thoracic wall or lung; (2) that 
it affords the possibility for the formation of emboli; 
(3) that it would be better to utilize the presence of 
the blood to compress the lung; and (4) that there 
is a possibility of infection of the air. In Bernabeo’s 


_ opinion only the last has any. weight and to this 


Morelli replied by citing the large number of cases 
treated by pneumothorax without incident. Ber- 
nabeo, however, sustains this objection and says 
that even with the most scrupulous technique and 
the greatest scientific precautions with regard to 
sterilization, it is possible for bacteria to invade the 
pleural cavity. He reports certain cases in which the 
Morelli method was followed by empyema whereas 
other cases of hamothorax not treated often 
evolve to recovery without the development of 
empyema. 

From his own experience and the reports of others 
the author concludes that in closed thoracopulmon- 
ary wounds systematic intervention is not the 
wisest course and should be reserved for cases of 
progressive haemothorax with dyspnoea and dis- 
turbing functional complications. Such cases he 
treats by thoracentesis followed by artificial pneumo- 
thorax and, when required, pleural lavage. For 
the thoracentesis and artificial pneumothorax he 
has devised a special type of apparatus which he 
illustrates and describes. It is so devised that it 
can be used also for pleural lavage when this is 
necessary owing to the presence of empyema. If: 
after repeated lavage there is no improvement in 
the local and general symptoms he performs a 
thoracotomy, continuing the use of sera. Generally, 
however, the empyema is cured by lavage alone and 
a thoracotomy is required only when the thickness 
of the pleura is deeply involved and the pleural 
membranes are infiltrated. 

In clinical practice it is best not to be guided by 
any pre-established system of treatment, but by 
the conditions of the particular case. 

W. A. BRENNAN. 


MacCarty, W. C., and Conner, H. M.: Clinical 
Efficiency and Terminology in Cancer of the 
Breast. Surg., Gynec. & Obst., 1919, xxix, 44. 


In dealing with cancer of the breast four persons 
are concerned, the one with the fewest facts being 
the patient and the one with the greatest number 
of facts being the pathologist. Intermediate are the 
clinician and the surgeon. 

Since cancer of the breast begins as a microscopic 
condition for which no specific cure has been dis- 
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Encapsulo- 
Diffuso- 
Cysto- 
Intracysto- 
Extracysto- 
Ducto- 
Intraducto- 
Extraducto- 
Papillo- 


Primary 
Secondary 
Tertiary 
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Epithelio- 
Fibro- 
Adeno- Primary 
Myo- Cytoplasia Secondary | Differentiation 
Endothelio- Tertiary 

euro- 
Lipo- 


(MacCarty and Conner: Clinical Efficiency and Terminology in Cancer of the Breast.) 


covered, it is of great importance long before it 
becomes possible for the patient, the clinician, 
the surgeon, or the pathologist to recognize its 
presence by any of the known methods. 

To determine the relation of the pathologic facts 
to the terminology used in the clinical and patho- 
logic diagnoses, two series of cases were studied. 
The first series (previously reported) represented the 
first 1,800 cases, and the second series. the last 300 
cases, which have come under the authors’ observa- 
tion. A comparison of the diagnoses in the first 
series in tabular form is followed by a list of errors in 
the clinical diagnoses as revealed by the diagnoses 
made upon pathologic examination. Also for 
the same series the article contains a list of the 
terms used by the pathologist, and a more limited 
list of those used by the clinician. 

To show the great variation in pathologic termi- 
nology several lists of pathologic terms have been 
copied from seven standard texts. 

In the discussion of the clinical diagnosis the state- 
ment is made that there is nothing in clinical 
history which will differentiate a carcinoma 5 
millimeters in diameter from an encapsulated fibro- 
adenoma or a cyst of equal diameter. 

In conclusion the authors state that the anatomi- 
cal location of the biological reactions, their gross 
and microscopic structural manifestations, and 
their clinical behavior may be expressed briefly as in 
the table (see above). 

This terminology deals only with tissue reactions 
coincident to regeneration of which neoplasia is but 
a phase. It does not attempt to express etiological 
factors. Neither is it expressive of the so-called 
inflammatory conditions, although in these the 
most important consideration from the patient’s 
standpoint is the reaction of tissue regeneration: 

Such a terminological key has served in the 
authors’ laboratory of surgical pathology to in- 
dicate accurately, simply, and briefly the anatomical 
location, biological reactions, degree of biological 
reactions, and degrees of cellular differentiation. 
From it more accurate clinical data can be inferred, 
and inferred more easily, than from any terminol- 
ogy with which the authors are familiar. 

C. R. ‘STEINKE. 


Leyva, L., and Legendre: The Surgical Treatment 
and Prognosis of Empyema Following Lagrippe. ° 
Surg., Gynec. & Obst., 1919, Xxix, 17. 

The article reports the authors’ experiences in 
the treatment of 27 cases of empyema following 
lagrippe. The mortality was 30 per cent. 


The cases are grouped under two heads. The 
first class, the cases of white dyspnoea, were those in 
which the respirations numbered from 25 to 30 
per minute, depending on the amount of pleural 
pus. The organisms isolated were the staphylococ- 
cus, streptococcus, and pneumococcus. Opera- 
tion relieved the dyspnea and reduced the tempera- 
ture. 

In the second class, the cases of blue dyspnaa, 
the respirations numbered from 45 to 50 per 
minute and were not dependent upon the amount 
of pus which as a rule was not large. The organisms 
were the same as in Class 1 but operation did not 
relieve the dyspnoea or temperature. Practically 
the entire mortality was in this class. 

The prognosis is dependent upon the condition 
of the lung. Operation aggravates the general con- 
dition if both lungs are invclved by previous disease. 
The patients cured were all operated upon after 
the subsidence of pulmonary symptoms. In the 
cases of those who died the operation was performed 
while the pulmonary disturbance was still present. 
The anesthetic used in the latter instances was 2 
per cent stovaine and the time of operation two or 
three minutes. 

The particular type of organism present has no 
bearing on the indications for operation or the 
method used. The authors used the technique of 
Marion, Picquet, Legara, and Lemonant, resecting 
the ninth rib in sixteen cases and the eighth in 
three. The incision was made 1 inch below the 
scapular angle, prolonged back ward as recommended 
by Walter and Pringle, and T-shaped. The drains 
were placed in the vertical branch. This incision, 
the authors believe, prevents the formation of 
fistule. Rib resection when permissible is ab- 
solutely essential. 

Postoperatively the employment of Carrel- 
Dakin solution was not successful and its results 
could not be compared with those obtained with 
simple drainage. As a rule irrigation with this 
sclution was followed by complications. 

Chloroform is recommended as an anasthetic. 
Also '4 grain of morphine before operation. Arti- 
ficial serum and camphorated oil should be used for 
five to six days after the operation. 

The authors summarize their conclusions as 
follows: 

1. The prognosis in empyema is not based upon 
the nature of the organism but on the condition 
of the lungs. a 

2. As pleurisy starts early in grippe it is best, 
before resorting to surgery, to treat the condition 
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medically by aspiration and specific sera until the 
pulmonary symptoms have subsided. 

3. The organism found has no bearing on the 
type of operation. 

4. In pleurisy developing late in grippe the 
opening must be large and extended backward and 
rib resection is necessary. 

5. Drainage without irrigation is the method of 
choice. 

The article closes with detailed histories of the 
cases reported. P. M. Cuase. 


Stone, W. J.: The Management of Postpneumonic 
Empyema Based upon 310 Cases. Am. J. M. Sc., 
1919, clviii, 1. 


Among approximately 4,000 cases of pneumonia, 
empyema developed in 310. 

The series here reported include only the cases 
of patients who received treatment by aspiration 
or operation. Thirty-five were cured by repeated 
aspiration alone, while 275 came to operation. Not 
included in the series were those who died within 
a few days of admission after a diagnosis of empyema 
had been established or those who, because of the 
presence of an active pneumonia or serious compli- 
cations, were not considered good risks and died 
during the course of aspirations for their relief. 

The cases are grouped largely according to three 
time-intervals as follows: 

1. First series: early operation (Oct. 20, 1917- 
Jan. 21, 1918), 85 cases. Mortality 61.2 per cent. 

2. Second series: early aspiration and late opera- 
tion, (Jan. 12, 1918- Aug. 10, 1918), 96 cases. 
Mortality 15.6 per cent. 

3. Third series: early aspiration and late operation 
(Oct. 18, 1918 - Feb. 14, 1919), 94 cases. Mortality 
9.5 per cent. 

In approximately 70 per cent of the patients the 
bacterium responsible was the streptococcus, which 
usually was of the hemolytic variety. 

The author gives abstracts of the findings in 48 
autopsies as follows: : 

As complications, serofibrinous and purulent 
diffuse peritonitis occurred in 14 per cent. In 11 
per cent the empyema was bilateral. Bilateral 
pneumonia was found in 15 per cent, lung abscess in 7 
per cent, and pericarditis in 36 per cent. 

In discussing the diagnosis of the presence of 
fluid he states that in many instances the physical 


signs were untrustworthy. 


The surgical treatment consisted of drainage 
through a single large tube for forty-eight hours 
followed by the use of a Brewer tube connected 
with an Ewald suction bulb and a Carrel tube 
for irrigation and suction. The article includes 
illustrations of this apparatus. The operations 
consisted of both rib resection and intercostal 
drainage. Noconclusions relative tothe two methods 
were drawn. 

The anesthesia was both local and general. 
General anesthesia proved reliable in cases in which 
there was no active pneumonia. V. P. Drepericu. 


HEART AND VASCULAR SYSTEM 


Rouvillois, H.: Bullet Embedded in the Wall of the 


Right Ventricle of the Heart Extracted by 
Median Thoracolaparotomy; Recovery (Plaie 
ancienne du coeur par balle de fusil incluse dans 
la paroi du ventricule droit. Extraction du pro- 
jectile par thoraco-laparotomie médiane. Guér- 
ison). Bull. et mém. Soc. de chir. de Par., 1919, 
xlv, 852. 

The patient was shot in the left side of the chest 
in October, 1914. After being operated upon he 
returned to the front but was made a prisoner. 
He returned to France in November, 1918, in a very 
bad condition, evidently due to the retention of a 
bullet in the heart region which was quite evident 
from the radiologic examination. 

Owing to the patient’s general condition it was 
decided to operate for the removal of the body, which 
was judged to be in the pericardium, by the method 
of median thoracolaparotomy recently described 
and practiced by Duval and Barnsby. The anas- 
thetic used was ether. The incision was begun at 
the lower edge of the third rib and extended to 
a point midway between the umbilicus and the 
xiphoid cartilage. The rectus muscles were separated 
and the diaphragmatic attachments cut through. 
The sternum was then sectioned vertically along 
the median line and a transverse incision made just 
below the third rib. The two sternal flaps were 
separated with a Tuffier retractor. The peritoneum 
and pericardium were opened and an incision made 
into the diaphragm. 

After search, the projectile was located through 
the wall of the right ventricle of the heart near the 
apex. No lesion was apparent externally. To 
isolate the projectile a few catgut sutures were 
passed around it. Extraction was very difficult 
as, being embedded in the muscle, it had to be cut 
out. 

After the extraction there was considerable 
hemorrhage. The pulse was 112 and its pressure 
varied between 11 and g. In spite of cardiac op- 
pression, restricted respiration, and emphysema, 
however, the patient rallied after the first day. By 
the thirteenth day following operation his condition 
was excellent. 

In discussing the case the author points to the 
functional and other disturbances which occurred 
late in spite of the excellent toleration of the foreign 
for four and a half years. The operation was 
justified by the subsequent cessation of these dis- 
turbances. 

In the author’s experience the thoracolaparotomy 
method used has been very satisfactory. It is 
easy to follow and non-mutilating though it gives 
wide access to the pericardium. 

While the pleural cul-de-sacs were being ripped 
with the finger behind the sternum a few bubbles of 
air mixed with blood appeared in the wound. The 
incident cannot be explained, but had no untoward 
result. The operation was, followed by complete 
recovery. W. A. BRENNAN. 
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PHARYNX AND CSOPHAGUS 


Moorhead, E. L.: Stricture of the Esophagus; Dis- 
— of Three Cases. Surg. Clin. Chicago, 1919, 
iii, 611. 

Obstruction of the cesophagus may be caused by 
foreign bodies within its lumen and their sequele, by 
inflammation due to tuberculosis, syphilis, thrush 
or diphtheria, by diphtheritic paralysis and hysterical 
paralysis, diverticula, polypoid or other benign 
growths, enlargement of the thyroid and lymphatic 
glands, aneurism of the aorta, and mediastinal 
tumors. 

Organic stricture of the esophagus may be con- 
genital or acquired. While the former is exceedingly 
rare, the latter is very common and may be either 
simple or malignant. The most common cause of 
simple stricture is the swallowing of corrosive fluids. 
Malignant stricture is usually carcinomatous. 

The most common symptom of cesophageal 
stricture is progressive difficulty in swallowing 
which results finally in total inability to swallow. 
Associated with this is increasing malnutrition, 
emaciation, and anemia. 

Involvement of the mediastinal structure may 


result in hoarseness and aphonia if the recurrent 
laryngeals are involved, in disordered heart action 
if the vagus is involved, and in cough. 

The diagnosis is confirmed by the X-ray ex- 
amination with the bismuth meal. The cesophago- 
scope will aid in the differential diagnosis. The 
bougie as a diagnostic instrument should be used 
with care because of the danger of puncturing malig- 
nant growths, causing hemorrhage and medias- 
tinitis. 

Cicatricial strictures are treated by progressive 
dilatation. If the stricture is high it may be incised 
through the cesophagoscope and _ subsequently 
dilated. If it is very tight a thread of silk may be 
passed by having the patient swallow a shot at- 
tached to its end, after which a gastrotomy should 
be done and the shot secured. A heavier silk may 
then be drawn back and used as a saw to sever the 
stricture. Strictures at the cardia may be dilated 
manually through a gastrotomy and subsequently 
by bougies. 

Malignant strictures which produce total ob- 
struction are best treated by gastrostomy. The 
author presents histories of two such cases. 

K. L. VEHE. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Niwase, N.: The Position of the Navel of Man. 
Am. J. Obst., 1919, |xxx, 49. 


To determine the usual position of the navel 
the author examined 1,000 Japanese women, 
using principally a rolling centimeter measure. 
With the patient lying on her back he measured 
the distances from the upper anterior iliac spine to 
the upper end of the middle line of the symphysis 
pubis, from these two points to the lower margin of 
the navel, and from the upper margin of the navel 
to the lower end of the xiphoid process. 

In 86.8 per cent of the cases the distance between 
the navel and iliac spine, the iliac spine and the 
symphysis pubis, the symphysis pubis and the 
navel were quite the same; in other words, the 
navel was situated at the vertex of a right triangle 
based on a line connecting the symphysis pubis and 
the upper anterior iliac spine. Epwarp L. Cornett. 


Brooks, B.: Umbilical Teratoma. Ann. Surg., 1919, 
Ixix, 603. 

The patient was a male child, 2 years and 4 months 
old, who was admitted to the hospital for treatment 
of an ulceration and a persistent watery discharge 
from the umbilicus. Except for an attack of diarrhoea 
about six months previously, he had always been well. 
The ulceration about the umbilicus was first noticed 
when he was 1 year old. Since then it had never 
healed and the discharge had been continuous. 

On examination it was found that the umbilicus 


was replaced by an ulcer approximately 1 by 2 centi- 
meters in size, the outline of which was that of a tri- 
angle with the base upward and the apex toward the 
symphysis pubis. The edge of the epithelium was 
serrated but always abrupt. The base of the ulcer 
was brownish-red in color and bled upon slight injury. 
Under its overhanging superior margin was a small 
sinus into which a probe could be passed for a dis- 
tance of 3 centimeters. 

At operation a spherical tumor approximately 2 
centimeters in diameter and without any visible con- 
nection with other structures was found on the peri- 
toneal surface of the umbilical region. As the opera- 
tion was performed in the presence of a chronic ulcer- 
ation an extensive exploration of the abdomen to 
determine the presence or absence of a Meckel’s 
diverticulum was impossible. The tumor, sinus, 
and ulcer were excised in one piece. The wound was 
closed according to the technique used in closing an. 
umbilical hernia except that a small drain was placed 
in the subcutaneous tissue. Following the operation 
there was a mild wound infection which healed 
slowly. The patient was discharged well. 

Microscopical examination showed the spherical 
tumor to be composed of tissues corresponding to 
those of normal intestine. Peritoneum, muscle, 
nerve cells, submucosa, lymphoid nodules, and mu- 
cosa were all present in their usual relations. The 
mucosa corresponded in the character of the cells 
and the arrangement of the glands to the mucosa of 
the normal duodenum. 

In the wall of the tumor adjacent to the perito- 
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neum was a small island of normal pancreas. The 
gland was lobulated. The arrangement of the acini 
and ducts was the same as that of the normal pancreas. 
The external opening of the main duct was found. 
In the pancreatic tissue were a large number of typi- 
cally normal islands of Langerhans. 

Epwarp L. CorNELL. 


Garrido-Lestache: Pseudopyloric Umbilical Fistu- 
lz (Fistulas ciegas pseudopiloricas del ombiligo). 
Arch. espan.de enferm.d. aparat. digest., 1919, ii, 228. 

The author has seen only 3 cases of this type of 
pseudopyloric umbilical fistula in a_ children’s 
hospital during a period of seven years. Such fis- 
tule occur in very young infants. The umbilical 
region is seen to be moistioned by a fluid which 
appears to proceed from its fundus and which causes 
ulceration of the skin. The fistular tract which is 
congenital in origin, generally shallow, and extra- 
peritoneal, has a small orifice which is difficult to 
sound. Chemical analyses show that the fluid from 
the fistula in every way resembles gastric juice. 
The fistula are lined with a mucosa identical with 
the gastric mucosa. 

Various theories have been advanced with regard 
to the origin of such fistula, but in the author’s 
opinion none of them is satisfactory. He himself 
believes they originate in the second month of 
embryonic life and are due to irregular development 
of the omphalomesenteric duct uniting the um- 
bilicus to the intestine. This union of the om- 
phalomesenteric duct to the intestine is effected very 
high, i.e., in the pyloric region. W. A. BRENNAN. 


Nigst, P. F.: Hernia Developing in the Scar after 
Appendicectomy (Zur Ensthehung von Narben- 
hernien nach Appendektomie). Cor.-Bl. f, schweiz. 
Aerszle, 1919, xlix, 353. 


In a series of 127 appendicectomies in which 
drainage was used a scar hernia developed in 14 
cases within a few weeks or months after the 
laparotomy. Two of these followed a McBurney 
incision; 2, a pararectal incision; 8, an incision under 
Poupart’s ligament; 1, an incision 10 centimeters 
_long; and 1, an incision from the rectus to a point 
two finger-breadths above the anterior superior 
spine of the ilium. The time of drainage was pro- 
longed in only three of these cases and varied from 
five to thirty-five days. 

When the suturing is done carefully in an ap- 
performed in the afebrile period a 

ernia does not develop in the scar. Such a rupture 
is more apt to follow an encysted abscess or appendic- 
ular peritonitis which requires prolonged drainage. 
The sex, age, or constitutional condition of the 
patient do not seem to be of particular importance. 
The factors upon which the production of scar 
hernia depends are the nature of the incision and 
the quality of the suture. When the McBurney 
technique is used and the incision closed in layers 
close up to the drainage tube with absorbable suture 


material the incidence of hernia seems to be less. 
Parallel incisions close to Poupart’s ligament should 
be avoided. The McBurney incision preserves the 
integrity of the muscle as well as of the nerves and 
vessels in the abdominal wall to the maximum. 
When the abdominal wall is sutured with non- 
absorbable suture material, and especially when 
drainage is prolonged, there is always danger of 
infection, even when care is taken to make the 
wound tight above the drain. W. A. BRENNAN. 


Hale, K.: Fatty Herniw. Ann. Surg., 1919, |xix, 278. 


The author reports a very unusual case of strangu- 
lated fatty hernia occurring in the femoral region. 
There was no viscus in the hernial sac. 

The diagnosis of a fatty hernia, although frequently 
not very difficult, is often not made because the 
condition is overlooked. These tumors are of 
slow progressive growth and occur without obvious 
cause. When pinched up between the fingers, they 
are lobulated and often dimpled on the surface. 
If lifted off the parts beneath, there is no impulse 
on coughing. They occur frequently in inguinal 
hernia in conjunction with a true sac, although they 
may have no peritoneal sac at all as in the epi- 
gastric hernia occurring in the linea alba or linea 
semilunaris. Rarely, as in the author’s case, they 
may become strangulated, even with an empty sac. 
In some cases false reduction is possible. 

The treatment is the same as that of an ordinary 
hernia in the same location. GaTEwoop. 


Giorgacopulc, D.: Innovations in the Bassini 
Operation for Inguinal Hernia (Innovazioni 
all’operazione dell’ ernia inguinale secondo Bassini). 
Policlin., Roma, 1919, xxvi, sez. prat., 686. 


The author refers to some minor alterations in the 
Bassini operation which were reported by German 
surgeons during the war. These innovations are 
aimed principally against the tendency to recur- 
rence. Metallic sutures have been used, the internal 
oblique has been left intact, a new internal inguinal 
ring substituted, and transplants of fascia made 
at the entrance of the inguinal canal to strengthen 
the supposed weak spots. 

In reviewing these procedures the author states 
that all who have made these changes have been 
unanimous in admitting that atrophy or weakness 
of the internal obliquus reduces the chances of 
obtaining a favorable result by the Bassini opera- 
tion. There is no unanimity, however, in regard to 
the point where resistance fails, as the fault has been 
credited to both the internal and the external rings. 

While admitting that theoretically the various 
innovations suggested are good, the author believes 
the unmodified Bassini technique is best for it has 
been found to give from 90 to 98 per cent of recov- 
eries. The innovations suggested are unnecessary. 
After thirty years the Bassini operation remains 
today in his opinion the only radical method for 
the cure of inguinal hernia. W. A. BRENNAN. 
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Lecéne, P.: Strangulation of a Congenital Inguinal 
Hernia with Spontaneous Separation from the 
Mesentery (Hernie inguinale congénitale étranglée 
avec désinsertion mésentérique spontanée). Bull. 
et mém. Soc. de chir. de Par., 1919, xlv, 828. 


Lecéne’s case was that of a soldier who had a 
congenital hernia and did not wear a truss. Severe 
pain in the left inguinal region was followed by 
vomiting. In the hospital no attempt was made to 
reduce the hernia by taxis. Operation was performed 
ten hours after admission. When the strangu- 
lation was released and the loop of intestine re- 
moved from the sac it was found that the bowel was 
separated from the mesentery for a distance of about 
6 to 8 centimeters. A portion of the loop measuring 
about 60 centimeters was resected. The patient 
made an uneventful recovery. 

The author states that this is the only case of 
spontaneous separation of the bowel from the 
mesentery that he has observed in very numerous 
herniotomies. Before this he had been somewhat 
skeptical in regard to the possibility of such an 
-occurrence. The cases reported in the literature 
appeared rather exceptional and difficult to explain, 
especially when violent taxis had not been exerted 
upon the hernial sac. In his own case there was no 
attempt at taxis. The strangulation occurred very 
suddenly within a congenital sac with a very 
narrow neck and with multiple strictures following 
violent straining. These factors he believes are all 
of value in the production of spontaneous mesenteric 
separation and show that even in a young patient 
the complication may occur quite independently of 
traumatism due to taxis. W. A. BRENNAN. 


GASTRO-INTESTINAL TRACT 


Sappington, S. W.: Syphilis of the Stomach: a 
Review with Notes on a Case of Syphilitic 
Pyloric Stenosis. Hahneman. Month., 1919, liv, 


From notes on a case in which the clinical picture 
strongly suggested malignancy and the autopsy 
showed the presence of syphilitic pyloric stenosis the 
author draws the following conclusions: 

1. Syphilis of the stomach is rare but not as un- 
common as is generally believed. 

2. The conception of the gastric lesion as a gross 
gumma is erroneous for the pathology involves a 
microscopic cellular infiltration, gross or focal, which 
inits ultimate development producesa clinical picture 
closely resembling that of other gastric diseases, 
especially cancer and peptic ulcer. 

3. A positive Wassermann reaction, anacidity or 
achylia, and demonstrable lesions shown by theX-ray 
are sufficient evidence to justify the suspicion that 
the condition is a luetic infection of the stomach and 
should lead to a therapeutic test with antisyphilis 
drugs. 

4. This test may confirm a tentative diagnosis by 
effecting remarkable improvement. 

E. C. RoBITsHEK. 
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Holmes, G.: Pedunculated Malignant Growths of 
the Stomach. Am. J. Roenigenol., 1919, vi, 279. 


The author reports in detail three cases of poly- 
poid tumors of the stomach with the clinical, X-ray, 
and operative findings. 

The roentgen findings were practically identical 
in the three cases. A peculiar feature shown by all 
was rather marked encroachment of the growth into 
the lumen of the stomach and peristalsis passing over 
the stomach wall. No infiltration of the wall could 
be demonstrated either roentgenologically or at 
operation. 

The passage of a peristaltic wave without a break 
over the area of defective filling is sufficient to differ- 
entiate the lesion from carcinoma. __W. A. Evans. 


Gallart, F., and Ribas y Ribas: The Surgical 
Treatment of Gastric Ulcer (Tratamiento 
quirargico de la Glcera gastrica). Rev. espan. de 
cirug., 1919, i, 252. 

The following are the conclusions drawn ‘n this 
paper which was presented at the National Congress 
of Medicine held at Madrid in April, 1910: 

1. Gastric ulcer may become cured either spon- 
taneously or by medical treatment. The results of 
the curative process are cicatrices of the pylorus 
and the anterior wall of the stomach. 

2. Factors which prevent cure are: pyloric spasm, 
hyperacidity, gastric stasis, the constant irritating 
contact of food with the ulcer, etc. 

3. Every gastric ulcer which will not yield to med- 
ical treatment should be operated upon. If the 
patient is not able to give the time for continued 
medical treatment, operation should be done as soon 
as the ulcer is diagnosed. 

4. When a gastro-enterostomy is performed it 
should always be associated with exclusion of the 
pylorus. 

5. Resection of the ulcer alone is indicated in 
cases of small, single ulcers without adhesions or 
concomitant lesions of the gastric wall. 

6. The authors’ statistics show that only 8 per 
cent of cases of ulcer are in a good condition for 
operation. The other 92 per cent are cases of old 
ulcers with infiltration, extensive gastritis, and 
numerous adhesions. In 12 per cent of these 
there are multiple ulcers. In the majority of cases 
of complex ulcers resection, while technically pos- 
sible, is risky. Even in simple cases of small, mobile 
ulcers the mortality of resection varies from 20 to 
30 per cent. 

7. Gastro-enterostomy is the operation of choice 
for gastric ulcer. This procedure is simple and, when 
well executed, provides an ample vertical opening 
in the lowest part of the pyloric antrum. The mortal- 
ity of gastro-enterostomy varies from 3 to 4 per 
cent. 

8. The authors’ statistics show that the patients 
exhibiting gastric disturbances after gastro-enter- 
ostomy were those who, in addition to the ulcer, 
had irreparable glandular lesions of the gastric 
mucosa or connective tissue, or those who had ulcers 
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of the lesser curvature and posterior wall of the 


stomach with solid adhesions to the pancreas. In 
other cases the authors have never seen the recur- 
rence of an ulcer. 
9. The Alvarez operation is indicated in the pain- 
ful types of ulcer with many adhesions, neuritis, etc. 
W. A. BRENNAN. 


Doege, K.: A Plea for More Aggressiveness in the 
Treatment of Chronic Gastric Ulcer and 
Gastric Cancer. Wisconsin M. J., 1919, xviii, 49. 


The author presents arguments in favor of greater 
aggressiveness in dealing with the complications of 
gastric ulcer such as stenosing scars, ulcus-tumors, 
adhesions, and gastric cancer. 

Chronic gastric ulcer should be treated surgically 
only when internal medicine has failed and compli- 
cations have arisen. Acute perforation and pyloric 
ulcer with stenosis, it is admitted by all medical men, 
can be treated only by means of surgery. Drainage 
and closure of the ulcer in the former and simple 
gastro-enterostomy in the latter are the accepted 
modes of procedure. However, gastro-enterostomy 
should not be considered the only desideratum and 
main-stay in all ulcer cases. Sometimes it is suc- 
cessful, but more often, after a period of relief the 
old symptoms of pain, haemorrhage, and _ indiges- 
tion return. The marked tendency of the gastric 
contents to follow their former course through the 
pylorus still persists in spite of a large enterostomy 
opening. The recurrence of the former condition is 
due to the fact that, because of non-use, this open- 
ing gradually shrinks. 

Excision of the ulcer may also be successful in a 
number of cases but if the ulcer is of any size this 
method may seriously interfere with the proper emp- 
tying of the stomach by shortening the lesser curva- 
ture and by drawing the pylorus nearer the cardia, 
forming a pouch-like stomach. This method should 
be used therefore only in conjunction with gastro- 
enterostomy. 

Even the exclusion of the pylorus by ligation or 
complete division and suture is not absolutely per- 
fect as in some instances the hemorrhages have re- 
curred. Moreover, the inability of the surgeon to 
obtain invariably by palpation a correct idea of the 
conditions within the stomach and of the proper 
course to follow in the individual case is indeed per- 
plexing. 

The Mayo Clinic has reported 68 per cent of can- 
cers arising from or associated with ulcers, and Con- 
tinental pathologists give 2 per cent. Ewing of Cor- 


nell, on the other hand, believes that it is much more 


probable that a cancer becomes ulcerous than that 
an ulcer becomes cancerous. 

Of late, resection of the stomach has been the 
method of choice with many surgeons and the mor- 
tality of this procedure has been steadily declining 
with larger experience and improved technique un- 
til today it is only slightly more than that of simple 
gastro-enterostomy. 

In cases of ulcus-tumor masses involving several 


of the organs of the upper abdomen it is of great 
benefit to obtain plenty of room by free incision and 
to palpate the mass well before proceeding further. 
If the liver is involved the inflammatory process has 
replaced the cells by fibrous tissue so that incision 
and suturing will not provoke.bleeding. Adhesions 
to the pancreas must be separated without much in- 
jury to that organ, and if an active pancreatic ulcer 
persists it must be curetted gently and touched with 
carbolic acid. If the colon is involved, it should be 
resected. In closing the abdomen no drainage is 
necessary. 

Cancer cases constitute today one of the most fruit - 
ful surgical fields and a most favorable prognosis 
is offered by early surgical intervention. It is a 
well-known fact that a cancerous abdomen will 
withstand extensive operations surprisingly well 
even though the patient is cachectic and losing 
strength. The shock is much less than is usual in 
similar operations on the non-cancerous abdomen, 
possibly because a certain degree of immunity has 
been induced by the cancer and the abdominal sta- 
sis. When, however, there is metastasis, a nodular 
liver, or ascites, it is useless to operate. Severe 
cachexia should not necessarily prevent operation 
for when the sloughing cancer is removed it will 
disappear. Nor should the length of time the con- 
dition has existed interfere with surgical treatment for 
Boas has shown that even the scirrhous form has an 
exceptionally favorable prognosis. The decision as 
to operation should be made upon the extent of 
involvement of neighboring organs and the pres- 
ence or absence of metastasis. 

If the cancer is limited to the stomach and the 
mass can be delivered easily, resection is indicated. 
Very often lessened mobility depends upon involve- 
ment of the lymph glands and vessels along the upper 
and lower curvatures. With involvement of the 
colon resection of the area in one piece with the 
stomach, together with the lymph glands of the 
lesser and greater curvatures, may give excellent 
results. Considerable involvement of the pancreas’ 
is always a contra-indication to operation as fat 
necrosis usually follows excision of this organ. Can- 
cer of the mesentery of the small bowel also contra- 
indicates operative procedure. 

While in pyloric stenosis resection is the opera- 
tion of choice, a gastro-enterostomy often affords 
great relief in otherwise inoperable cases. 

P. M. CHase. 


Gouget, A.: The Evolution of Gastric Cancer of 
Anasarcous Type (L’évolution du cancer de 
lestomac a forme d’anasarque). Presse méd., Par., 
IQIQ, XXVI1, 329. 

Gouget finds the cases of true gastric cancer with 
anasarca which are reported in literature to be few 
in number. Including the case reported by him 
in this article he knows of only 13. These he de- 
vides into 3 classes. In the first class he includes 
the cases of patients treated in the hospital for 
anasarca and general debility who died within a few 
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months and in whom the gastric cancer was revealed 
only at autopsy. The second group comprises cases 
of rapid development in which anasarca seemed to 
be more a complication than a clinical form of 
gastric cancer. In the cases of the third group the 
duration of the anasarca was very much longer, in 
some instances lasting even a year or more. 

Gouget’s case belonged to Class 3. The anasarca 
began about a year before death and after having 
attained its maximum, almost entirely disappeared 
before death. Up to the time the patient died there 
were no gastric symptoms though the autopsy 
showed a cancerous neoplasm extending over the 
posterior stomach wall. 

Gouget concludes therefore that stomach cancer 
of the anasarcous type may evolve to the end 
without causing appreciable gastric symptoms; 
in fact, that apart from the oedema the only appre- 
ciable symptoms may be anemia and emaciation, 
the latter not noticed because of the former. The 
oedema may subsequently regress sufficiently to 
permit the patient to resume his occupation. The 
relatively good general health, the long duration of 
the oedema and its multiple regressions, and the ab- 
sence of any objective symptoms remove the sus- 
picion of cancer. Therefore examination of the 
blood, stomach contents, etc., should be carried out 
methodically. The repeated discovery of occult 
hemorrhage will probably be the most reuable 
symptom turning attention to the presence of 
a neoplasm. W. A. BRENNAN. 


Duval, P.: The Bilocular Aspects of the Stomach 
on Radiologic Examination (A propos des 
aspects biloculaires de l’estomac a l’examen radiolog- 
ique). Arch. d. mal. de l’appar. digest., 1919, x, 
163. 

The bilocularity of the stomach which is often 
observed radiologically may be due either to 
anatomical factors or to temporary deformity. 
The author’s study is intended to show how one 
may be distinguished from the other. 

There are two great classes of gastric biloculations: 
(1) those radiographic biloculations which corre- 
spond to mediogastric stenoses due to parietal 
alterations; (2) the radiographic biloculations which 
do not correspond to anatomical biloculations of the 
stomach. The first type are true and permanent, the 
second transitory. In the transitory type a dis- 
tinction must be made between biloculations due to 
(1) atony, (2) compression, and (3) spasm. The 
author gives illustrations of these types and dis- 
cusses the subvarieties of spasmodic biloculation 
due either to incisura of the curvatures of the 
stomach or contraction rings. 

Without doubt in every stricturing mediogastric 
lesion there is in addition to the permanent lesion 
an inte-mittent spasmodic factor which explains the 
slight variations of successive radiographic pictures. 

The radiologic characters of bilocular stomach due 
to mediogastric stenosis are: persistence of the 


image when the patient assumes different positions, 
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at different times, and on insufflation of the stomach; 
the appearance first after the ingestion of bismuth 
of an upper pocket alone, later a thread of bismuth 
extending further, and finally a lower pocket; 
persistence of the image on manual compression of 
the pyloric pocket; and the special form, not regular- 
ly rounded, of the outline of the biloculation and the 
gastric causeway. 

The surgeon ought not to accept or make a diagno- 
sis of bilocular stomach on the basis of a single radio- 
graph nor even on the basis of a small number 
of plates made at short intervals. Moreover, he 
ought personally to assist in such radiologic examin- 
ations. 

Duval never operates upon a stomach unless he 
has himself assisted in its examination because in 
reality it is from the multiple details of the radio- 
scopic examination—the mode in which the bismuth 
moves, the rhythm of evacuation, the forms of the 
stomach waves, etc. —that accuracy in diagnosis 
is reached. Exact information upon these points 
cannot be gained from radiographs alone. 

. W. A. BRENNAN. 


Wettstein, A.: Ileus Caused by a Murphy Button 
(Ileus durch Murphyknopf). Cor.-Bl. f. schweiz. 
Aerie, 1919, xlix, 402. 


During the period 1908-1911 the Murphy button 
was used constantly in the author’s surgical clinic 
with always good results. In his more recent 
private practice, however, Wettstein reports that 
he has had 2 cases of ileus due to the use of 
the button. In the first, the button was retained 
several months after a gastro-enterostomy and the 
developments called for a laparotomy. The button 
was found about 20 centimeters above Bauhin’'s 
valve whence it was removed by ileostomy. Ex- 
amination of the intestine showed that apparently 
the button had been incarcerated very much higher 
in the intestine, but probably during narcosis had 
become dislodged. 

In the second case the complications which 
ultimately necessitated operation had continued 
for four and one-half years following a gastro- 
enterostomy. ‘The symptoms pointed to intestinal ° 
obstruction. Radioscopic examination in this as 
also in the other case showed that the gastro-enter- 
ostomy orifice was functioning perfectly. The 
Murphy button was disclosed at apparently the 
level of the right horizontal ramus of the pubis. 
Laparotomy revealed it about 35 centimeters above 
Bauhin’s valve whence it was removed by ileostomy. 
The intestinal lumen was completely obstructed. 
Both patients recovered. 

Many cases of long retention of a Murphy 
button are reported in the literature, the time vary- 
ing from one hundred and eight days to eight or nine 
years. The case of longest retention was reported 
by Kellung. In this instance the button was found 
in the stomach contents fifteen and one-half years 
after operation. 

Wettstein has discontinued the use of the button 
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since 1913, preferring sutured gastro- and entero- 
anastomoses. In his opinion anastomosis should be 
obtained with the button only in cases in which the 
patient’s condition demands a particularly rapid 
operation. W. A. BRENNAN. 


Témoin: The Surgical Treatment of Acute Appen- 
dicitis (Traitement chirurgical de l’appendicite 
aigué). Bull. Acad. de méd., Par., 1919, Ixxxii, 16. 


In present-day surgical practice the surgeon has 
no other choice according to accepted standards than 
to operate upon cases of acute appendicitis which 
are seen within the first thirty-six hours. Opinions 
differ greatly, however, as to the advisability of 
operating upon cases seen after a longer interval, 
though the general rule is to wait until the crisis is 
passed and the appendicitis is “cold.” 

Témoin reports his operative results in both types 
of cases as follows: 

Up to 1911, 2,167 cases of appendicitis were 
operated upon, of which 1,442 were in the febril 
stage. There were 48deaths. Since 1911, operations 
have been performed upon 1,786 cases, 611 of which 
were in the afebril stage and 1,175 within the 
critical stage. Of the latter, scarcely 100 were 
operated upon within the first thirty-six or forty- 
eight hours. The rest were from three to six days 
old. Five hundred and sixty lesions were limited to 
the appendix and from these there was only 1 death. 
In 281 cases there were encysted peritoneal ab- 
scesses. In this group there were only 3 deaths. 
One hundred and sixty-five cases were operated 
upon in the stage of localized peritonitis, the ap- 
pendix having ruptured. In these there were 8 
deaths. In 169 cases of more or less generalized 
peritonitis operated upon there were 25 deaths. 
There were, therefore, 3,953 operations and of 
these 2,617 were performed in the febrile stage of 
the condition with a total of 83 deaths, a mortality 
of 3.5 per cent. 

From the figures given the author concludes that 
operation is the best method of treating appendicitis 
in any stage and that the surgeon should not regard 
any law which limits it to the first thirty-six hours. 
The sooner the operation is performed after the 
beginning of the condition, however, the better the 
results. 

The operative technique advocated is simple. The 
abdominal cavity is opened and a digital exploration 
made of the inflammatory area. This is isolated 
by compresses from the surrounding intestinal loops 
and unless bound down by adhesions is brought 
to the surface where the operation is completed. 
With the appendix, the omentum and inflamed 
tissues are also resected. The stump of the ap- 
pendix is then touched with tincture of iodine and 
the wound drained. Recovery was normal whether 
there was suppuration or not. After the operation 
the patient is put in the Fowler position and treated 
with the Murphy drip. 

The author emphasizes the fact that often the 
development of peritonitis may not be suspected. 


After an acute period there is a lull in the symptoms 
and the condition appears to be improved. This lull, 
however, is deceptive. The peritonitis following 
perforation or rupture of the appendix is at first 
confined to the lower part of the abdominal cavity 
but slowly reaches the level of the umbilicus and 
as a rule operation will then be too late. It is there- 
fore important that the surgeon should be on guard 
so as not to be deceived by a temporary remission 
of the acute symptoms. 

In Témoin’s experience there is one sign which 
makes the real condition manifest. If when the 
abdomen is palpated with the hand flat upon the 
abdominal wall and beginning at the left iliac 
fossa, a distinct pain localized on the left side is 
elicited rather than a sharp pain on the right side, 
the presence of pus in the lower pelvis can be 
affirmed. W. A. BRENNAN. 


Skillern, P. G. Jr.,: A Study of Chronic Appendici- 
tis, with Special Reference to an Obscure But 
Constant Syndrome. JN. York M. J., 1919, cix, 
982. 


Four case histories are presented in this article, 
each of which presented a definite syndrome. 

The symptoms are: bad taste, which is usually 
constant; restless disturbed sleep; a tired feeling 
throughout the day; pains in the right iliac fossa 
radiating to the right thigh; and frequent accumu- 
lation of gas in the bowel, expulsion of which brings 
relief from the tired feeling. 

This syndrome which was constant in nearly all 
of the author’s cases is relieved by appendectomy. 

E. A. Printy. 


Hallopeau, P.: An Inflammatory Tumor Developed 
around a Giant Appendix (Tumeur inflamma- 
toire autour d’un appendice géant). Bull. et mém. 
Soc. de chir. de Par., 1919, xlv, 786. 


Hallopeau’s patient was a man 46 years old who 
had a tumor in the region of the right iliac fcssa. 
The hardness and fixity of the growth, the absence of 
temperature and peritoneal reaction, as well as the 
patient’s age and rapid emaciation led to a diagnosis 
of malignant neoplasm of the cecal region. 

On laparotomy the tumor was found to be con- 
tinuous with the large intestine. The small intestine 
and the omentum which were closely adherent were 
dissected free and the growth then removed with 
the neighboring parietal peritoneum which was much 
thickened. The transverse colon having been cut 
near the hepatic angle and the small intestine at a 
distance of 10 centimeters from its termination, an 
end-to-side anastomosis was made. The postopera- 
tive course was uneventful. 

On opening the intestinal segment removed no 
lesion was found in the mucosa. Coiled against the 
posterior surface, however, was an enormous 
appendix into which the index finger could be easily 
passed through the cecal orifice. No fluid escaped 
from the appendix. The pathologic examination 
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demonstrated that the tumefaction was not a 
malignant growth but an inflammatory reaction 
associated with chronic appendicitis. The appendix 
showed diffuse chronic inflammation which had so 
affected its walls that they measured from 3 to 10 
millimeters in thickness. 

Pseudoneoplastic chronic appendicitis is not 
rare, but the case reported is exceptional in that the 
condition occurred in an enormous appendix the 
large dimensions of which appeared to be congenital. 

W. A. BRENNAN. 


Boyer, E. E. H.: Primary Carcinoma of the Vermi- 
form Appendix: a Review of the Literature, 
with a Report of Two New Cases. Am. J. M. 
Sc., 1919, clvii, 775. 

The author emphasizes the importance of making 
a gross and microscopic examination of every ap- 
pendix removed. ‘There is no doubt that many 
cases of carcinoma of the appendix are not reported 
due to the lack of such an examination. 

From a review of 300 cases 0 primary carcinoma 
of the appendix, several important facts have been 
brought out. Unlike most malignant growths, 
primary carcinoma of the appendix occurs com- 
paratively early in life, most commonly between 
the twentieth and fortieth vears of age. 

Between 60 and 70 per cent of the malignant 
growths reported occurred in females. This may 
be accounted for, however, by the fact that a great 
many surgeons perform appendicectomy as a routine 
in gynecological laparotomies. 

Less that 1 per cent of appendicular lesions are 
of primary malignancy. Since microscopic exam- 
‘ jnation of the appendix has become a routine pro- 
cedure, the number of cases discovered has been 
increased but the percentage is probably still very 
low. 

The diagnosis of primary carcinoma of the ap- 
pendix before operation is almost impossible. The 
symptoms are very closely allied to those of the 
chronically infamed appendix. Usually there is no 
metastasis or infiltration of the surrounding glands 
and the clinical evidence denies the presence of such 
a growth. 

The condition is undoubtedly secondary to a 
chronic inflammatory process of the appendix. 
In all such cases there is a history of appendicular 
trouble covering a space of several years. 

The tumor formation is usually found at the tip 
of the appendix, but may involve the whole organ. 
On microscopic examination the majority of the 
cases show that the growth is confined to the mucous 
and submucous coats and has a slight tendency to 
infiltrate the muscular layers. 

Two case histories are given, one a case of round- 
cell carcinoma found in a girl 26 years of age, and 
the other a case of a columnar-cell adenocarcinoma 
in a woman 30 years of age. In both instances 
there was a typical history of chronic appendicitis. 
The clinical diagnosis of appendicitis was corrected 
only by microscopic examination. — E. A. Printy. 
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Darnall, W. E.: The Advantages of the Vaginal 
Route in Resection of the Rectum for Cancer. 
J. Am. M. Ass., 1919, |xxii, 1670. 

It is a well-known fact that sufferers from cancer 
of the rectum may live a long time, much longer than 
if they had cancer in almost any other part of the 
body. Cancer of the rectum offers more prognostic 
hope than does cancer in other locations. This is due 
largely to two factors: the fact that the type of 
cancer is usually adenocarcinoma which grows 
slowly. and the fact that the region about the 
rectum has a scant lymphatic supply, metastasis 
therefore being slow and occurring only after the 
growth has encroached upon other surrounding 
structures. 

It is remarkable that cancer of the rectum may 
exist for so long without being discovered and when 
discovered is found not to have involved surround- 
ing tissues. Indeed, many cases go on to a point 
where the rectum is completely blocked and ob- 
struction of the bowel takes place before the growth 
is found, the symptoms being attributed to hemor- 
rhoids or some other condition largely because a 
careful examination was not made. 

Much has been written lately concerning the 
abdominal route the sacral route, and the combined 
abdominal and perineal routes. The old Kraske 
operation and others have been relegated to the’ 
junk heap while the merits of still others and the 
value of a primary colostomy have been discussed 
at length. However, the author has been unable to 
find that much has been said about the vaginal 
route in women which he states is the simplest and 
easiest route of all. 

It is undoubtedly true that in a greater number 
of operations on the rectum for cancer the condition 
of the patient is much improved by a primary 
colostomy. Toxins are eliminated, ulceration is 
given a chance to heal, and inflammation is reduced, 
whereby an inoperable case is often converted into 
an operable case. In addition, intestinal obstruc- 
tion is obviated if impending, and the accompany- 
ing symptoms of pain, constant secretion, and 
defecation are relieved so that sleep and rest may 
be obtained. Recuperation is thus insured and the 
patient renews her usual routine of life and is soon 
put into a condition such that she may withstand 
the more radical major operation successfully. 

The technical advantages of the vaginal over the 
sacral route should be apparent to all who under- 
stand the anatomy of the pelvis. There are no im- 
portant structures to be taken into account below 
the peritoneal fold except the two tubes which pass 
out through the levator ani muscle, namely. the 
vagina and the rectum. The operation by the 
vaginal route therefore consumes less time and 
causes less traumatism to the tissues and less 
hemorrhage. Consequently there is less shock, 
which is an important factor in the cases of these 
patients. Moreover, no resection such as is neces- 


sary in most perineal and sacral operations is 
required. The author has always been of the 
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opinion that the chiseling and sawing of bone in any 
operation must add to the shock materially. The 
dissection by the vaginal route is easy, the exposure 
is more perfect, and the work is done in an open 
field rather than in the dark, making it possible to 
control hemorrhage completely. 

Instead of being the bé'e noire of surgery, this 
operation for resection of the rectum for cancer 


therefore resolves itself into little more than a com- - 


plete dissection of the perineal structures for exten- 
sive vaginal repairs. The late John B. Murphy was 
an ardent champion of the method of approach 
described and did much to develop its technique. 
The operation is practical, however, only when the 


tumor is movable and is situated in the lower half . 


of the rectum. If it is as high as the rectosigmoid 
juncture, the combined abdominal and vaginal 
routes should be employed. 

In beginning the operation the sphincters are 
thoroughly divulsed and the secretions of the rectum 
well washed away. A transverse incision is then 
made across the vagina at the juncture of the mucous 
membrane of the posterior vaginal wall and the 
cervix. A median incision perpendicular to this is 
then carried down the whole length of the posterior 
vaginal wall over and through the perineum down 
to the anus. This incision should semicircle the anus 
if it is planned to retain the sphincters. If the 
sphincters are not to be retained, it should continue 
completely around the anal margin. As the long 
perpendicular incision is deepened through the 
vagina and perineum down to the rectum a large 
thick flap of tissue, made up of the muscular and 
ligamentous attachments of the vagina and rectum, 
is laid back on each side. When the rectum is 
reached by the fingers after blunt dissection down 
on either side the hand is passed completely behind 
it. It may then be pulled forward easily and lifted 
from its bed. It is remarkable how much of a loop 
of bowel may be thus pulled down. If it does not 
come down as freely as it should, the posterior layer 
of the mesentery of the lowest part of the sigmoid 
may be cut. 

A right-angled rubber-tipped clamp may then be 
applied above the growth at least 2 inches from its 
margin. and the rectum divided. If the sphincters 
are to be preserved the distal end of the rectum is 
similarly divided below the tumor. An inch rubber 
tube is then sewed into the upper end of the bowel 
and brought out through the anus. Over this the 
anastomosis of the bowel is completed. After mak- 
ing the anastomosis it is well to draw the tubing 
down, invaginating the upper into the lower end, 
and make a double row of sutures so as to re-inforce 
the union and prevent leaks. 

In case the sphincters are removed with the 
rectum, the upper end of the bowel is brought out 
a full half inch or more beyond the anal skin and 
sewed fast to it. There is apt to be less stricture 
when the sphincters are removed than when they 
are not, but of course at the expense of fecal control. 
To prevent stricture it is nearly always necessary to 
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dilate the newly formed rectum with bougies as an 
after-treatment. 

When the rectal work has been completed the 
muscles of the perineum are built up layer by 
layer just as they would be in an extensive perineal 
repair, the lower lip of the cervix being sewed down 
to the transverse upper incision in the vagina. 


LIVER, PANCREAS, AND SPLEEN 


Bevan, A. D.: Ameebic Abscess of the Liver. Surg. 
Clin. Chicago, 1919, iii, 765. 

Bevan’s case was that of an Italian, 30 years of 
age, who gave a history of an acute infection in the 
right upper quadrant of the abdomen and the lower 
part of the right chest, associated with pain, tender- 
ness, chills, fever, and later jaundice. The symptoms 
and signs at first resembled those of pleurisy 
or pneumonia and subsequently those of an empye- 
ma. The X-ray, however, showed a clear right 
lung and a high-standing diaphragm on the right 
side. A large painful swelling in the right upper 
abdominal quadrant just under the costal arch aided 
in establishing the diagnosis of liver abscess. The 
hemoglobin was 29. The abscess was opened and 
drained under local anesthesia. On microscopic 
examination motile amoeba were found in the fresh 
pus. R. B. BETTMAN. 


Bevan, A. D.: Obstruction of the Common Bile- 
Duct. Surg. Clin. Chicago, 1919, iii, 737. 

In presenting a case of cholelithiasis, Bevan 
brought out the following points: Upon reaching 
the stage in the operation in which he dissects 
the hepatic, cystic, and common bile-ducts, he 
changes from the usual position at the patient’s 
right side to the patient’s left side and by so doing 
obtains a clearer view of the operative field. The 
dissection must be done very carefully as the 
hepatic bile-duct may be easily mistaken for a band 
of adhesion. By splitting the gall-bladder, the cystic 
and common ducts may be found more easily. In 
the case reported the hepatic duct was drained by 
means of a soft rubber catheter and the site of the 
cystic duct by iodoform gauze stripping in a split- 
rubber tube. R. B. BeTrMan. 


Oliani, E.: Obstruction of the Bile-Ducts by 
Echinococcus Cysts (Occlusione del coledoco da 
cisti di echinococco). Policlin., Roma, 1919, xxvi, 
sez. chir., 177. 


The mortality of cases of echinococcus cysts in 
the bile-ducts is high, being 70 per cent, but the 
condition is rare. Oliani has been able to find 
records in the literature of only 10 cases that have 
been operated upon. He himself reports one case 
which was that of a man aged 44 years. The patient, 
who stated that he had had typhus, malaria, and 
epigastric hernia, recently experienced severe pain 
in the gastric and dorsal regions and had become 
jaundiced. The liver was enlarged and the region of 
the gall-bladder painful. 
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As the symptoms did not abate, an operation was 
performed. The laparotomy revealed the presence 
of a tumor with apparently fluid contents attached 
to the hepatic ligaments. This was resected. The 
walls of the gall-bladder, which was small, were 
thickened and adherent to the colon and duodenum. 
The common duct was much dilated and apparently 
contained a rounded body. Upon opening it a 
ruptured cyst the size of a nut was extracted. The 
duct was otherwise normal. The wound was closed 
with a drain. The drainage tube and dressings were 
removed on the twelfth day. On the thirteenth day 
a number of cysts similar to the one found in the bile 
duct, some of them ruptured and some intact, were 
discharged through the wound opening. The patient 
left the hospital on the twenty-second day but still 
had a small fistula. The latter closed rapidly. The 
cysts were found te be echinococcus cysts. 

In this case the common duct had been obstructed 
by secondary cysts arising from a primary cyst on 
the hepatic ligaments which had ruptured into the 
bile duct. W. A. BRENNAN. 


Deaver, J. B.: Carcinoma of the Gall-Bladder. - 


Med. Rec., 1919, xcvi, 47. 


Every case of cholecystic inflammation that 
does not yield to medical treatment within a 
reasonable time should be operated upon. 

In all cases of gall-bladder infection, whether 
there are calculi or not, operation should include the 
removal of the appendix as the probable source of 
infection and the examination of other upper ab- 
dominal viscera for associated disease. 

A pre-operative diagnosis of carcinoma of the 
gall-bladder in its early stage is not possible, and 
even in the late stage the clinical diagnosis may be 
incorrect. 

Early cases of cholecystic inflammation should 
have the benefit of operation in order that the men- 
ace may be removed while it is still local and 
eradicable. W. E. Lower. 


Guibé: Three Cases of Hemorrhagic Pancreatitis 
(Trois cas de pancréatite hémorragique). Bull. et 
mém. Soc. de chir. de Par., 1919, xlv, 646. 


Guibé reports three cases of hemorrhagic pan- 
creatitis, all those of women. Such cases are rarely 
* observed in France. In the three reported a lapa- 
rotomy was performed and two of the patients 
recovered. 

Before operation the symptoms in the three cases 
were very dissimilar. In the first there was nothing 
to distinguish the condition from advanced general- 
ized peritonitis. Neither did any of the symptoms 
or the history in the second case suggest an affection 
of the pancreas. In the third case, the condition 
was ascribed to the pancreas owing to the localiza- 
tion of the pain in the pancreatic zone and the 
presence of a marked tumefaction in that region. 
The laparotomy showed, however, that this tumor 
which was believed to be pancreatic was only an 
jndurated omental mass. 
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In the course of the operation the diagnosis was 
easily made as soon as the omentum was seen to be 
studded with spots. 

Although the condition is certainly very grave, 
Guibé does not believe that an extremely pessimistic 
view should be taken with regard to its prognosis. 
While undoubtedly there are very serious acute cases 
which develop rapidly, all cases are not necessarily 
of this type and the rapid acute cases are not more 
frequent than the acute cases. The three patients 
operated upon by Guibé unquestionably had the 
merely acute form of pancreatitis. 

The author’s first patient was operated upon 
three days after the onset of the crisis and lived two 
days afterward. In the other two cases the opera- 
tions were performed on the third and fifth days 
= the onset respectively. Both patients recov- 
ered. 

The improvement in the mortality statistics of this 
condition depends upon early intervention. Surgi- 
cal treatment should consist of evacuation of the 
hemorrhagic fluid contained in the abdomen and 
drainage of the pancreatic region. 

Although it was not done in the cases reported, 
Guibé believes that the bile passages should always 
be explored in the cases coming to operation. 

W. A. BRENNAN. 


Willis, A. M.: Traumatic Rupture of the Normal - 
Spleen. Surg., Gynec. & Obst., 1919, xxix, 33. 


The article reports four cases of subcutaneous 
rupture of the spleen, the results of experimental 
investigations, and a short review of the literature. 

The four cases were alike in that all of the patients 
were males who had received a blow on the left side 
of the body in the splenic region, there was no 


‘ evidence of injury, and there were secondary anz- 


mia, leucocytosis, rigidity and tenderness of the 
abdomen, and shock following splenectomy. In all 
of the cases also the spleen was found to have a 
short pedicle and was practically normal. Three of 
the four patients had agonizing pain in the left 
shoulder which was relieved by the operation. In 
2 cases a marked increased leucocytosis persisted 
after the splenectomy for from two to four weeks. 
Three of the patients recovered. The other, who 
died eight days after operation, showed a continuous 
fall in hemoglobin and in the number of leucocytes. 
In the first 2 cases direct transfusion was done with 
apparently good results. 

The experiments reported were performed upon 
dogs which were divided into three groups. Upon 
those of Group 1 a splenectomy with no loss of 
blood was performed, upon those of Group 2, a 
splenectomy with loss of blood, and upon those of 
Group 3, a splenectomy with loss of blood followed 
by transfusion. 

Fcllowing the operation the majority of the 
animals of Group 1 showed only a slight decrease in 
hemoglobin. A few showed no loss, and a small 
number, a loss up to 60 per cent with gradual return 
to normal. 
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In Group 2 the operation with loss of blood until 
the hemoglobin registered 70 per cent was fcllowed 
in the majority of the animals by a decrease to 
60 per cent with gradual] return to normal. One of 
the dogs died on the seventh day with marked 
anemia. Two showed a hemoglobin decrease to 45 
per cent which was followed by a gradual rise. 

In Group 3 the results were similar to those obtained 
in the majority of the dogs in Group 2. 

In 1909 Brogsitter reviewed the literature of 
traumatic rupture of the spleen and collected 203 
cases treated by surgical means. This number may 
be divided into two series, the first one up to and 
including the cases summarized by Berger in 1907, 
comprising a total of 168 cases, and the second up to 
and including the cases reviewed by Brogsitter, a 
total of 35 cases. In the first series splenectomy was 
performed in 135 instances, with a mortality of 38.7 
per cent. Barnes in 1914 reviewed the literature 
since Brogsitter’s paper and found the reports of 
30 cases of rupture of the normal spleen occurring 
between 1909 and 1914, his own case making a total 
of 31 cases. Since Barnes’ paper there have occurred 
or were omitted from his summary 53 cases, those 
reported in this article by Willis increasing the total 
to 57. Splenectomy was performed on 55 patients 
with a mortality of 28.88 per cent. 

Suture, tamponade, or a combination of the two 
appears to give a distinctly better result as the 
mortality of the patients treated in this way for the 
four series was 25, 0, o, and 8.3 per cent respectively. 

P. M. CHase. 


Mayo, W. J.: The Results of Splenectomy in the 
Anemias. Ann. Surg., 1919, 22. 


Splenectomy as a curative agent has been given 


a fair trial in three types of the anemias—splenic’* 


anemia, pernicious anemia, and hemolytic icterus 
—and its successes and failures can be reasonably 
shown by the data at hand. 


SPLENIC ANAMIA 


While splenic anemia is a clinical entity, it cannot 
be said to have a definite pathologic existence. It 
may be defined as a fibrotic splenomegaly with 
marked endophlebitis causing a secondary type of 
anemia which is progressive but not constant until 
the later stages. This secondary anemia has no 
special characteristics except that as a rule it is 
accompanied by a leucopenia although the author 
has seen otherwise typical cases in adults with 
leucocyte counts from 10,000 to 12,000. Splenic 
anemia was designated by many of the early 
observers ‘‘splenic pseudoleukemia” and it is 
believed by some clinicians of the present day that 
von Jaksch’s disease (infantile pseudoleukemia) is 
an infantile form of splenic anemia in which a mod- 
erate leucocytosis due to the higher value of leuco- 
cytes in the normal blood of infants is to be found. 

A few clinicians regard all splenic anemias as 
syphilitic in origin but the author’s experience does 
not bear out this theory. Chronic enlargements of 
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the spleen that are accompanied by anemia and are 
the result of various protozoa, syphilis, malaria, 
kala-azar, etc., as well as those anemias due to 
bacteria, typhoid, and tuberculosis, were removed 
from the splenic-anemia group when their etiology 
was discovered. A much better idea of splenic 
anemia would be obtained if the pathologic con- 
dition of the spleen and its effect on the blood 
were made the criteria and all cases of known 
causation as well as those of unknown causa- 
tion were classified as splenic anemia, assum- 
ing that in the course of time the toxic agents which 
produce the condition of the spleen will be found. 

In 5 cases in which large spleens of chronic in- 
tractable syphilis with severe anemia were removed, 
the patients have been carefully treated for syphilis 
for months. After the removal of the spleen, the 
anemia rapidly disappeared and the syphilis was 
cured with comparatively mild antiluetic treatment 
such as had previously failed to affect either the 
syphilitic condition or the spleen. 

The relation of splenic anemia to Banti’s syndrome 
is most interesting. The majority of clinicians 
seem to agree with Moschowitz in the conclusion 
that there is no real difference between the two and 
that Banti’s disease is merely a late phase of some 
cases of splenic anemia. 

Of 61 patients with splenic anemia whose spleens 
were removed, 7 (11.7 per cent) died. These 
statistics extend to Dec. 31, 1918, and include as 
operative deaths those of all patients who died 
in the hospital, without regard to the cause of 
death or the length of time that had elapsed since 
the operation. The deaths were those of patients 
operated upon in a late stage of the disease and who 
had a high grade of anemia, ascites, and cardiorenal 
manifestations. It would appear that the spleen, 
acting as a filter, removes noxious agents, both 
micro-organisms and chemical toxins, from the 
blood-stream and sends them to the liver for 
destruction; in certain instances cirrhosis of the 
liver as well as fibrosis of the spleen results from the 
chronic irritation produced by such substances. 

Both portal cirrhosis and splenic anemia lead to 
death through portal obstructions, and the hemor- 
rhages and ascites are due to back pressure. Re- 
moval of the spleen reduces the amount of blood 
delivered by the portal vein to the liver by at least - 
one-third. If the spleen is removed early in splenic 
anzmia it is probable that the liver will not show ser- 
ious evidences of disease. Even when cirrhosis of the 
liver is well marked and ascites is present, removal of 
the spleen often nearly effects a cure. Five of the 
61 cases were not definitely diagnosed but more 
nearly fitted into this group than any other. 


PERNICIOUS ANZMIA 


The etiology of pernicious anemia is unknown, 
the early symptoms are indefinite, and by the time 
the diagnosis can be made the condition is incurable. 
The disease may be described as a progressive 
degeneration of the red blood in which there is a loss 
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of blast cells or mother cells of the erythrocytes; 
the blast cell when lost is not replaced. In contrast 
to splenic anemia which is of the secondary type, 
the blood-picture in pernicious anemia has char- 
acteristic cells which mark the disease. If it might 
be asserted that in cases of pernicious anemia in 
which the hemolysis is most marked the patient 
has a greatly enlarged spleen or that the spleen 
exhibits definite pathologic changes, a direct 
connection between the enlarged spleen so often 
found and the disease would be established. Un- 
fortunately, experience does not support this 
hypothesis and the size of the spleen does not seem 
to bear definite relationship to the severity of the 
disease. After death from pernicious anemia the 
necropsy as a rule shows a small spleen, but in 2 
cases only was the spleen below normal (195 grams, 
Sappey) at operation, and both were terminal cases. 

The average weight of the spleen removed in the 
series of cases of pernicious anemia reported was 
400 grams, exclusive of two large spleens, one of 
which weighed 2,220 grams and the other 1,600 
grams. 

Any form of treatment for pernicious anemia 
may prove or at least may appear to be beneficial. 
Even without treatment such patients have their 
ups and downs. Therefore in pernicious anemia 
splenectomy is not based on sound reasoning and 
there seems to be little foundation for the belief that 
the procedure will cure the condition. In the in- 
vestigation of the cases of splenectomy for pernicious 
anemia in this series, however, great though tem- 
porary improvement was noted. There was a gain 
in weight and an improvement in the blood from 
an average hemoglobin of 38 to 72 per cent, and in 
the number of red cells from 2 to 4 million. Splen- 
ectomy seems at least to have instituted a means of 
effecting marked palliation. 

Since there is an operative mortality, good reasons 
must exist for substituting operation for repeated 
blood-transfusions. Fifty patients with pernicious 
anemia have been splenectomized with three 
deaths (6 per cent). Like those given for splenic 
anemia, these statistics also extend to Dec. 31, 1918 
and include as operative deaths the deaths of all 
patients who died in the hospital, without regard to 
the cause or the length of time that had elapsed 
since operation. 

HAMOLYTIC ICTERUS 

Hemolytic icterus has not been classified with the 
anemias although the peculiar splenic activity 
results in an anemia which is the cause of death. As 
in splenic and pernicious anemia, the etiology of 
hemolytic icterus is unknown. The well-developed 
case of hemolytic icterus stands out with a vivid- 
ness unequaled in splenic anemia and pernicious 
anemia. The characteristic features of hemolytic 
icterus are an enlarged spleen, chronic jaundice 
with exacerbations. normally bile-colored feces, and 
absence of bile in the urine. 

It is certain that in hemolytic icterus the spleen 
destroys the red corpuscles unnecessarily; the en- 


largement of the spleen may be in the nature of a 
work hypertrophy. Enlargement of the liver is 
usually present and may also be a work hypertrophy. 
In some of the cases in this series sections from the 
liver showed definite hyperplasia of liver cells. 


HAMOLYTIC ICTERUS AND THE LIVER 


In hemolytic icterus an occasional case is 
found in which there is associated biliary cirrhosis. 
The enormous destruction of red corpuscles in the 
spleen inundates the liver with blood pigments and 
renders the bile thick. 

The viscid bile in hemolytic icterus tends to form 
gall-stones. Sixty per cent of all patients with 
hemolytic icterus operated upon had associated 
gall-stones and all the possibilities of biliary duct 
infection. It may be understood readily why 
biliary cirrhosis is sometimes associated with 
hemolytic icterus and why the two diseases have 
been confused. Hemolytic icterus has been most 
often confused with the elusive syndrome termed 
‘*Hanot’s cirrhosis” which so far as is known has no 
pathologic or clinical foundation. 

The triumph of splenectomy is the cure of hemoly- 
tic icterus. Only patients in a terminal condition 
with secondary gall-stones and cirrhosis of the 
liver fail to be relieved. The only patient lost of the 
27 splenectomized for hemolytic icterus was one who 
was operated upon during an acute exacerbation. 


MISCELLANEOUS 


Tuffier and Letulle: A Disease Characterized by 
Gaseous Cysts of the Abdomen (Sur une maladie 
caracterisée par des kystes gazeux de l’abdomen). 
Bull. Acad. de méd., Par., 1919, Ixxxii, 5. 


The authors give detailed clinical histories of 2 
cases of a curious abdominal condition in which 
multiple cysts containing gas and often extremely 
numerous are found in the intestine, omentum, or 
mesentery. Bang described the first case of the kind 
in a human subject in 1876, and since then about 
166 others have been reported. The syndrome 
consists of the presence of the gaseous cysts with 
stenosis of the small intestine and pylorus. 

In one of the cases reported by Tuffier and Letulle 
death resulted from the mechanical complications 
due to the cysts. Both cases were operated upon. 
In the first the small intestine, especially in its 
lower part, was constricted and studded with multi- 
tudinous cysts. Similar cysts were found in the 
omentum. The other parts of the intestine were 
much dilated. The abdomen was closed as no 
operative measure suggested itself which it was 
thought would relieve the condition. In the second 
case a posterior transmesocolic gastro-enterostomy 
was done to remedy the subpyloric stenosis due to 
the cysts. This patient made an excellent recovery. 

As a rule the cysts are found in the small intestine 
and very rarely in the large intestine. Generally 
they do not give rise to any symptoms, the patients 
in whom they are discovered being operated upon 
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for some other abdominal condition. In the majority 
of cases they ultimately disappear. 

The authors discuss the theories as to the origin 
and nature of such cysts but do not express any 
definite opinions. The gas they enclose is a mixture 
of oxygen, hydrogen, and nitrogen. A histological 
study is now being made the results of which 
Letulle will publish later. W. A. BRENNAN, 


Soresi, A. L.: Diaphragmatic Hernia. Ann. Surg., 
1919, Ixix, 254. 

Diaphragmatic hernie are congenital, traumatic, 
or the result of the weakening or destruction of the 
diaphragmatic wall by a collection of pus on either 
side. Congenital hernia may not be present at 
birth, but may develop later through & congenital 
defect in the muscles of the diaphragm. This weak 
point is usually at the oesophageal opening, although 
the possibility of the occurrence of hernia about the 
vena cava or the aorta must be admitted. Owing 
to the protection of the liver on the right side, prac- 
tically all of the hernia are situated on the left. 

The symptoms of diaphragmatic herniz are quite 
complex because so many factors are involved. 
They may vary from symptoms relating to the 
heart or lungs, or both, to a sensation of heartburn. 
There may be difficulty in taking long breaths, 
occasional vomiting, or vomiting after every meal. 
The more severe symptoms, such as difficulty in 
swallowing, pain due to adhesions qf the stomach 
to the diaphragm, and evidences of intestinal ob- 
struction are rare when the hernie are small. 
Various nervous symptoms due to sex, tempera- 
ment, or profession further complicate the picture. 

The author reports three cases in none of which 
was the diagnosis made prior to operation and in 
two of which the condition had been overlooked in 
a previous operation. Probably all three of these 
patients would have died from the condition with- 
out a proper diagnosis, and unless an autopsy had 
been performed no report of the cases would have 
been made. The author therefore believes that 
diaphragmatic hernia are much more frequent than 
the reports in the literature would lead us to 
assume. 

The larger herniz are revealed by the X-ray, but 
the smaller ones are not shown by the fluoroscope 
unless there are adhesions of the stomach to some 
thoracic viscus. In suspected cases the author 
advises the examination of the patient in the 
Trendelenburg position after the ingestion of the 
barium mixture. 

The treatment is obviously operative. The dia- 
phragm should be carefully explored when no other 
condition is found which seems to account for the 
symptoms referable to the upper abdomen. As 
most cases are discovered in the course of abdominal 
operations, this route seems to be the best. In the 
rare case it may be necessary to use the chest route 
also. 

Although there may be strong adhesions between 
the abdominal viscus and the hernial sac, clean dis- 


section will usually make it possible to restore the 
herniated organ to its proper place without much 
hemorrhage. It is necessary to make a large in- 
cision so that good exposure may be obtained. On 
the basis of experimental work it would seem that 
the diaphragmatic opening might be safely en- 
larged to free herniated organs. The best light for 
operations upon the diaphragm is the frontal lamp. 

It is well to remember that, unlike other muscles, 
the diaphragm cannot be put at rest during the repair 
of a hernia. It is doubly necessary that good approx- 
imation be obtained. In order to do this, the author 
has worked out a method of suturing which will 
keep the edges overlapped. With silk on a curved — 
needle a number of stitches are taken parallel to 
the edge of the opening on each side. These stitches 
are tied together on each side and then tied across. 
The ends of the hiatus are well closed by purse- 
string sutures. In the after-treatment the author 
has used an elastic abdominal binder with very 
gratifying results and much comfort to the patient. 

GATEWOOD. 


Fiolle, J.: Severe Lesions of the Mesentery in a 
Strangulated Hernia (Les lésions graves du 
mésentére dans la hernie étranglée). Bull. et mém. 
Soc. de chir. de Par., 1919, xlv, 82. 


Fiolle gives the clinical history of a case which he 
states is the eighth case reported of mesenteric 
separation in the course of strangulated hernia. 
The other 7 cases also were reported by French 
surgeons. 

Fiolle’s case was that of a woman aged 62 years 
who presented the clinical picture of obstinate 
constipation with abdominal pain and biliary and 
fecal vomiting. A small and hard tumor could be 
palpated in the right femoral region. On operation 
the sac was found to contain an intestinal loop with 
an omental fringe and a few drops of clear serous 
fluid. The crural ring was incised and the hernia 
entirely freed. It was then perceived that for about 
8 centimeters the mesentery was completely 
separated at a distance of a few millimeters from the 
bowel wall. Except in one small zone the intestinal 
loop was not gangrenous and the upper portion of 
the ruptured mesentery was quite intact. There 
was no oozing of blood, the mesenteric vessels being 
thrombosed. The author resected the hernial sac 
and the part of the intestine which was deprived of 
its vascular nourishment. An end-to-end anastomo- 
sis was then done and the wound closed with drain- 
age. After operation the vomiting continued. The 
patient died the following day with symptoms of 
stercoremia. 

Fiolle takes exception to the opinion expressed 
by Guibé that taxis is always the cause of this com- 
plication. There was no taxis whatever in the case 
reported. 

The important point in this case to which atten- 
tion is called was the complete obliteration of the 
vessels of the torn mesentery; in the other cases 
reported the p2ritoneum or the sac was flooded with 
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blood. As there was no trace of blood in this in- 
stance the vascular obliteration must have preceded 
the mesenteric rupture. 

It is therefore possible that in a strangulated hernia 
the mesenteric circulation may be totally interrupted 
without the formation of any visible lesions in the 
corresponding part of the intestine. This fact 
Fiolle thinks important as it explains certain acci- 
dents which may occur after an operation for 
strangulated hernia which did not present particular 
difficulties. The examination of the intestine alone 
is not sufficient to determine the vitality of a herni- 
ated loop. The loop may appear healthy at the 
time of operation and become gangrenous some 


days later because its nourishing vessels are 
thrombosed. 

Generally when the contents of a strangulated 
hernia are examined sufficient attention is not paid 
to the mesentery. The mesentery should be exam- 
ined as carefully as the strangulated loop. Fiolle is 
unable to state, however, how it may be determined 
whether the vessels are obliterated or not. 

Generally in cases of mesenteric separation the 
mesentery is torn quite close to the intestine and 
there are no nourishing branch vessels left. In such 
cases hemostasis must be effected, the loop deprived 
of its vessels resected, and the continuity of the 
intestine re-established. W. A. BRENNAN. 


SURGERY OF THE EXTREMITIES 


DISEASES OF BONES, JOINTS, MUSCLES, TEN- 
DONS. GENERAL CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES. 


Gorsline, C. S.: Familial Deforming Chondro- 
dysplasia Multiple Exostoses. Am. J. Roent- 
genol., 1919, Vi, 271. 

After a thorough review of the rajher scanty 
literature on the subject the author reports in detail 
four cases of this interesting condition. In every 
case there was a family history of multiple exostosis 
with resulting deformity. Three of the cases were of 
the same immediate family, a mother, a daughter, 
and a son. 

The etiology of the condition is not known but 
heredity plays a very important part. The growths 
are of three types: spurs, tubercles, and pedunculated 
and cauliflower-like masses. 

The long bones are most often affected. The growth 
begins to develop early in life and is not painful. 

In closing his article Gorsline requests roentgen- 
ologists to report in detail all cases of this condition 
coming under their observation in order that we may 
obtain some clue as to the etiology. W. A. Evans. 


Beck, C.: Webbed Fingers. Surg. Clin. Chicago, 1919, 
iii, 723. 

The author presents a case of syndactylism in 
a 15-year-old girl who had been operated upon as a 
child. The web had simply been split. As usually 
happens when only this is done, the resulting scars 
had caused great impairment of motion. 

In such cases a real plastic operation should 
always be performed. A simple procedure is to 
form a tube out of a small rectangular flap cut from 
the dorsal surface, slip this tube through a slit at 
the very base of the web, and suture it into the 
palmar surface. A rubber catheter around which 
the skin can be formed, facilitates this manoeuvre 
greatly. After a few days the catheter is removed, 
leaving a button-hole opening at the base of the 
web. The web is now split into the button-hole, 


the edges being secured on either side with a few 
sutures. 

In Beck’s case this could not be done because of 
the adhesions. Sufficient skin for a plastic opera- 
tion could not be obtained from the dorsal or palmar 
surfaces of the hand. The hand was therefore sewed 
to the chest from which the skin necessary for a 
plastic operation was obtained by the formation of 
a pedunculated flap. A week later the flap was cut 
at its base and sutured into the denuded area. A 
good functional result was obtained. 

R. B. BetrMan. 


Dubs, J. Hoffa’s Disease: Proliferation of the 
Fatty Tissue of the Knee-Joint Due to Trauma 
(Ueber die traumatische Fettgewebswucherung 
im Kniegelenk: Hoffa’sche Krankheit). Cor.-Bl. f. 
schweiz. Aerzte, 1919, xlix, 289. 


Dubs describes 7 cases of the disease which was 
described for the first time by Hoffa in 1904. This 
is an affection of the knee-joint characterized by 
inflammatory hyperplasia of the subpatellar fatty 
tissue and its progressive transformation into 
fibrous connective tissue following trauma. There 
are two types: (1) that in which there is an inflam- 
matory hyperplastic process limited to the sub- 
patellar fatty tissues; and (2) that showing fibrous 
degeneration of the subpatellar fatty tissues with 
more or less involvement of the synovial sac. The 
condition arises either from a single severe injury 
or several repeated slight injuries such as might 
result from the presence of a foreign body in the 
joint. 

The clinical objective signs as studied by Dubs 
are: (1) a more or less marked atrophy of the 
quadriceps; (2) a pseudo-fluctuating swelling, sit- 
uated immediately beneath and on each side of the 
patella, which is not particularly painful on pressure; 
(3) aslight grating in the joint upon passive or active 
movement; (4) the X-ray demonstration of a slight 
shadow between the patella and the tibiofemoral 
joint surfaces. 

The only method of treating this condition 
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radically is to extirpate the subpatellar mass. In 
the early stages, however, when the symptoms are 
not very marked, massage, compressive bandages, 
etc., may be of value. W. A. BRENNAN. 


Painter, C. F.: Internal Derangements of the 
Knee-Joint. J. Orthop. Surg., 1919, xvii, 416. 


The two most common periods of young manhood 
when derangements of the knee-joint occur are’ at 
the extremes of adolescent life. 

The three most common injuries are injuries of 
the semilunar cartilages, injuries causing hyper- 
trophy of the alar ligaments, and those followed by 
bicipital bursitis. 

Injuries of the semilunar cartilage are of two types, 
i.e., (1) rupture, and (2) a tearing loose and frac- 
ture of the cartilage. 

Rupture of the cartilage is usually associated with 
effusion, pain, lameness, and localized tenderness, 
but seldom with definite locking of the joint. 

In the second type of injury the fracture of the 
cartilage occurs usually at the juncture of the inner 
and middle thirds of the internal meniscus. This is 
followed by injection of the synovia, effusion into 
the joint, thickening of the synovial membrane, 
and injury and hypertrophy of the alar ligaments. 
It is impossible to cause a tear of the semilunar 
cartilage when the leg is fully extended unless there 
is a fracture or dislocation of the knee-joint. 

Radiographic studies are helpful, especially with 
injections of oxygen into the quadriceps pouch 
which will show a black shadow behind the loosened 
cartilage. 

After once making the diagnosis, excision of the 
meniscus is the only satisfactory treatment. The 
incision should be slightly curved and toward the 
median line in its lower third. Only instruments 
should be inserted into the joint. In closing the in- 
cision the capsule and the skin should be closed 
separately. This having been done, a firm com- 
pression bandage should be applied without a cast. 
Early manipulation is advised. 

Hypertrophy of the alar ligaments usually fol- 
lows trauma to the front of the knee-joint which 
does not cause locking. The swelling is on either 


’ side of and below the patella. The symptoms de- 


velop progressively. Motion is usually not pre- 
vented. 

In these cases the joint should be immobilized 
early to prevent further injury. Operation is rarely 
necessary and required only in the chronic cases. 
Early motion should follow operation to prevent 
the formation of adhesions. 

Bicipital bursitis follows trauma due to inordin- 
ate use of the biceps femoris and shows typically a 
tense swelling the size of a quarter on the outer side 
of the knee-joint. Operative removal is the only 
treatment that gives permanent relief. Care should 
be taken to avoid injury to the external, popliteal 
nerve. 

The article contains the histories of two cases of 
displaced semilunar cartilages. M. H. Hosart. 


FRACTURES AND DISLOCATIONS 


Harsha, W. M.: Fractures. Surg. Clin. Chicago, 1919, 
iii, 589. 


The histories of three cases are given which illus- 
trate the value of patience and mechanical ingenuity 
in the treatment of fractures; a method of correct- 
ing deformity by extension in a cast; and the cor- 
rection of an angular deformity by cutting the cast 
on the concave side and bending it to the necessary 
degree. 

CasE 1. The patient had a fracture of the surgi- 
cal neck of the left humerus with the usual internal 
displacement of the shaft toward the axilla and 
internal rotation but no overriding. Reduction was 
accomplished under anesthesia by abduction and 
outward rotation. Extension was maintained by 
adhesive strips reaching from the site of fracture to 
the elbow, with counterextension by a sling under 
the well-padded axilla. The entire arm, flexed 
at the elbow, was then encased with the chest in 
plaster, the upper arm being in moderate abduc- 
tion. 

After ten days the cast was cut from the lower 
arm and in three weeks the outer half was cut 
away, exposing the shoulder. Massage of all acces- 
sible parts was then instituted. After another week 
the body cast was removed, only an angular splint 
being left to support the upper area. This was main- 
tained by a spica or adhesive. Complete restora- 
tion was obtained in six weeks. 

CASE 2. The patient, a man 40 years of age, had 
an extensive comminuted fracture involving the 
middle and lower third of each femur, with se- 
vere crushing of the soft parts. Neither fracture was 
compound. Reduction was made on the Hawley 
table and a cast applied extending from the ankle 
to the waist line with flexion at the knees. The left 
leg united without change of position, but the right 
retracted before union took place and further cor- 
rection was necessary. 

When the cast became loose because of subsi- 
dence of swelling and the atrophy of disuse of the 
muscle some extension was necessary in addition to 
that afforded by the plaster. As after three weeks 
the patient complained of severe pain which was not 
present after proper reduction and thorough fixa- 
tion, the cast and the upper half were cut away longi- 
tudinally to the hip and moleskin applied for exten- 
sion to the side of the leg up to the knee. Plaster of 
Paris was then re-applied so as to include the lower 
half of the cast, and an extension of 15 pounds was 
maintained for three weeks. 

The X-ray of the left leg after the cast was put 
on showed a slight deflection or angular displace- 
ment of the lower fragment. The cast was there- 
fore cut through opposite the break in a circular 
manner for about three-fifths of the circumference 
on the outer or concave side of the displacement 
and the angular. displacement corrected by binding 
the uncut part of the cast. The cast was then re- 
inforced with additional plaster. 
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In six weeks good union in both legs was ob- 
tained with slight deformity in the right and %4-inch 
difference in length. In severe cases therefore it is 
better to apply extension from the beginning. 
Measurements may be taken by exposing the 
anterior superior spine of the ilium and the in- 
ternal malleoli. If angular displacement is present 
— one week should elapse before correction is 
made. 

Case 3 was that of an aviator, aged 25, who in 
falling 300 feet received fractures which involved 
the upper alveolar process in front and the rim of the 
left acetabulum and included a fissure, a Potts’ 
fracture of the left ankle, and a transverse fracture 
of the left humerus. Nine days after the accident 
the fractures were reduced and a body-cast applied. 
Correction of the angular displacement was done 
as in Case 2 about one week later. 

The correction of an angular displacement is 
easily accomplished by cutting the cast transversely 
on the concave side after the swelling has subsided, 
usually at the end of about a week, exercising care 
to leave one-fourth of the circumference of the cast 
uncut and so placed that the bending will be proper- 
ly directed. 

By leaving the moleskin plaster used for exten- 
sion in place, a longitudinal displacement may be 
corrected by cutting away the posterior half of the 
cast on both the upper and lower arm and leaving 
a cuff of the cast at the wrist. After the cast has 
been removed in this way, extension should be made 
on the arm and a pad placed between the forearm 
and the remaining anterior splint. The body-cast pro- 
vides firm counterextension. Many fatal open oper- 
ations might be avoided by patience and ordinary 
mechanical ingenuity. P. H. KrEuSCHER. 


Bulkely, K., and Sinclair, D. B.: Fracture of the 
Femur. Ann. Surg., 1919, lxix, 466. 


From an analysis of 131 consecutive cases of 
fracture of the femur in which there was a complete 
loss of the ability to bear weight the following 
conclusions seem justified: 

Compound fractures are always serious and are 
frequently poorly treated by inexperienced men with 
resultant loss of life. Such fractures should be 
operated upon only in places which furnishaccommo- 
dations for continued after-treatment. Patients 
with fractures of this kind should not be moved for 
at least a month after operation, and it is much 
better to move them immediately to a hospital 
in the rear without operation than to attempt open 
treatment and move them immediately afterward. 
The chief danger lies in infection, gas gangrene in 
the early weeks and streptococcus infection in the 
later weeks. Both can be combated best by early, 
adequate, and radical surgery. 

Bullet fractures are practically as dangerous as 
are those produced by shell fragments. The occasion- 
al bullet wound may be treated without operation, 
— the shell wound should always be treated surgi- 
cally. 
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Fractures splitting into the hip- or knee-joints 
are infinitely more dangerous than those involving 
only the intermediate portions of the bone. Prob- 
ably those involving the hip should always be treated 
by amputation and disarticulation. The majority 
of those involving the knee will require resection 
or amputation. The primary operative procedure 
should be radical. Too many attempts are made 
~ save worthless limbs with disastrous results to 

e. 

The ideal traction is skeletal and this form is 
semen od without danger. Femoral traction is 

tter than tibial traction. 

If more attention were paid to operative treat- 
ment, less would be heard of the chemical treat- 
ment of wounds as it would be unnecessary. The 
authors are of the opinion that the majority of 
wounds properly operated upon will progress more 
quickly and favorably if dry rather than wet dress- 
ings are used. GATEWoob. 


Buchbinder, J. R.: Gunshot Fracture of the 
Femur. Surg., Gynec. & Obst., 1919, xxix, 70. 


The author discusses the details of the treatment 
of gunshot fractures of the femur which he regards 
as the most difficult of all fractures so far as treat- 
ment is concerned. This is due chiefly to the large 
muscular mass surrounding the femur. 

The objects immediately to be accomplished in 
handling such fractures are: (1) immediate re- 
duction and fixation; (2) the earliest possible 
control of wound infection; (3) ease of access to the 
thigh at all times for inspection and palpation; (4) 
repeated X-ray control until bony union has 
occurred; (5) a means of moving the patient with- 
out disturbing the fracture; and (6) early and 
constant mobilization of the knee-joint. 

Immediate immobilization should be a cardinal 
rule in the treatment of every fracture as it lessens 
trauma to the soft tissues and renders reduction 
easier. 

Traction is regarded as the most logical method 
of maintaining reduction. Plaster or splints which 
do not maintain traction have a very limited field of 
usefulness in the treatment of gunshot fractures 
of the femur. 

Buck’s extension is the most common means of 
applying traction but has several serious drawbacks 
to its routine use. It may fail to correct over-riding 
because, instead of reaching the femur, the pull 
is lost in the intervening mass of thigh muscles. In 
many instances also fractures in the lower third of 
the femur cannot be reduced by this method because 
there is not sufficient skin distal to the fracture for 
purchase. Moreover, the presence of adhesive 
straps near an open wound is objectionable. 

Caliper extension is an ideal type of extension 
in the treatment of open fracture of the femur. By 
this method less pull is necessary for reduction, 
and, being applied directly to the femur, the pull 
is certain. Another advantage is the fact that the 
entire thigh may be kept exposed and accessible 
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for dressing and inspection. Inaddition, this method 
is a comfortable means of extension. 

Special emphasis is laid upon the necessity for 
early mobilization of the knee-joint. Following the 
use of Buck’s extension, knee-joint disability is 
relatively common. Caliper extension permits 
constant daily mobilization which is painless. 

As an adjunct to the treatment the fracture frame 
suggested by Richter may be used. This frame, a 
modification of the Bradford frame, makes the pa- 
tient independent of his bed. It readily permits 
frequent X-ray examination without disturbing the 
fracture. 

The large size of the thigh makes primary closure 
an unsafe procedure in most gun-shot fractures. 
Chemical sterilization with free drainage to prevent 
phlegmon during the septic stage is regarded as 
imperative. 

Thecommon complications, suppurative knee- and 
hip-joint involvement, and secondary hemorrhage 
must be promptly dealt with because they are 
the chief causes of death in these cases. 

J. R. 


Hessert, W.: Ununited Fractures of the Neck of the 
Femur; Treatment by Bone Transplantation. 
Surg. Clin. Chicago, 1919, iii, 399. 

The patient, aged 40, was injured by falling on a 
slippery sidewalk and landing on his hip. The 
injury was immediately disabling and he was bed- 
ridden for six weeks. A diagnosis of fracture was 
not made and nothing was done for him in the way 
of treatment. After six weeks he went about on 
crutches. He was repeatedly assured that he had 
no fracture. When the author saw him he was 
unable to walk except with the aid of crutches and 
was suffering a great deal of pain in the right hip 
and knee. There were 1% inches of shortening, 
eversion of the foot, and functional disability. 

The X-ray picture showed a fracture of the neck 
of the femur which probably at the time it was 
sustained was of the base of the neck and not sub; 
capitellar. During the last two months considerable 
absorption of the neck had taken place so that at 
the time of this examination there was an osteo- 

. porosis of the head and neck, a non-union with con- 
siderable absorption of the neck of the femur. The 
trochanter had slipped in an upward direction until 
its upper margin lay almost opposite the upper edge 
of the acetabulum. 

The indication for operation was the non-union, 
and the only procedure applicable was the use of 
an autogenous bone graft, a peg made and driven 
into the previously prepared hip. Hessert has aban- 
doned the use of all metallic splints, screws, nails, 
and spikes because it has been shown by experience 
that a foreign body of metal is not conducive to 
good bony union. 

An incision was made on the inner side of the 
sartorius and the capsule of the hip-joint exposed by 
holding the sartorius to the outer side. The capsule 
was opened and the fracture exposed. Interposed 
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between the fragments were pieces of membrane 
and fibrous tissue which were removed and the 
ends of the bone freshened sufficiently so that trac- 
tion and adduction could be made. The eversion 
was corrected. An incision was then made over the 
trochanter, and after the periosteum was incised a 
hole was drilled about 1'%4 inches below the upper 
margin of the greater trochanter. The position of the 
drill hole is most important. It should be so placed 
that when it passes through the upper end of the 
femur through the trochanter it will strike the neck 
and go into the head. 

The bone graft was secured by making an elliptical 
incision over the tibia and arranging the flap so that 
the incision did not lie directly over the denuded 
bone. The periosteum was incised at the crest of 
the tibia and scraped back because if fibrous tissue 
were left adherent to the bone it would cover up 
the osteoblasts and prevent union of the graft. 
The graft was 3 inches long and tapered a little at 
the end. After it was driven into place in the drill 
hole the wound was closed, the soft parts with catgut 
and the skin with silkworm. A plaster of Paris 
spica was then put on with the leg in abduction. 
This was left on for six weeks, at the end of which 
time it was replaced by a new one. The patient was 
not allowed to bear weight on the leg for from four 
to six months, but was permitted to be about on 
crutches. Six months after the operation he was 
able to walk without a limp, and motion at the hip 
was 90 per cent restored and not painful. No 
shortening was demonstrable and there was no 
eversion of the foot. The patient was able to climb 
stairs easily. The tibia from which the graft was 
taken caused no trouble at any time. 

P. H. KreuscHer. 


SURGERY OF THE BONES, JOINTS, ETC. | 


Chaffee, G.: Leading Up to Modern Operative Bone 
Surgery. Am. J. Surg., 1919, xxxiii, 63. 


Until a very few years ago, except in cases of 
non-union and fractures of the patella and olecranon. 
the surgeon rarely operated upon a fracture and 
when he did the results were often far from satis- 
factory. Silver wire used in such cases for many 
years yielded its place to kangaroo tendon. For 
several years the late John B. Murphy used phos- 
phor-bronze wire. 

Lewis S. Pilcher brought out the true pathology 
of the Colles fracture and the correct and easy way 
of effecting its reduction without causing unneces- 
sary trauma and without recourse to the open opera- 
tion. Nicholas Senn devised the use of decalcified 
bone chips which, however, were used only for a 
time. The late A. M. Phelps endeavored to graft a 
portion of bone supported by the nutrient artery 
from the leg of a dog into the leg of a boy but met 
with failure. 

The accidental discovery of the X-ray, its applica- 
tion to the diagnosis of fractures, and its aid in 
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suggesting to the surgeon the correct line of pro- 
cedure in all bone lesions, marks the most important 
era to date in bone surgery the world over. Formerly 
the surgeon was interested only in apposition and 
alignment. Of late, however, he watches the changes 
at different stages of bone formation and follows 
them to the end-result. The X-ray has helped also 
to guide and direct the surgeon in correcting the 
poor end-results of former methods. 

Geiger, Albee, and Harley saw the need for more 
complete and modern bone instruments and each 
has devised a complete set which is driven by motor 
power. 

The late John B. Murphy attracted the attention 
and admiration of the medical profession by his 
wonderful bone and joint surgery. Lane of London 
deserves great credit for his pioneer work in estab- 
lishing the open method of treating fractures and for 
the perfect operative technique he developed. 
Geiger, Albee, Crile, the Sharp brothers, the Mayo 
brothers and many others have been supporters of 
the open operative treatment. There is a difference 
of opinion, however, as to whether fractures of the 
long bones should be treated by the non-operative 
method or by the modern open method. Some be- 
lieve that the open method should not be used until 
it has been found that the closed method is not 
satisfactory. The time to settle the question of 
operative or non-operative treatment of the broken 
bone is as soon as possible after the accident caus- 
ing the fracture. This can be done with the aid of 
the X-ray and consultation with an expert bone 
surgeon. 

The author believes that to obtain the best end- 
results all fractures of the long bones should be 
treated in the hospital as the patient is then under 
the constant observation of the surgeon or his 
assistant. Modern methods of transportation make 
this possible. In all such cases the family physi- 
cian who applies first aid and sends the patient to 
the hospital should be paid a fee commensurate 
with the valuable services he has performed and 
the responsibility he has assumed. 

E. A. Printy. 


Foote, E. M.: Bone Grafts. U.S. Nav. M. Bull., 
1919, xiii, 433. 

Bone grafting has reached practical importance 
because of the necessity of supplying bone de- 
ficiencies due to injuries by projectiles and infec- 
tion during the war. The cases reported here were 
those of healthy United States marines with war 
wounds. 

Grafting, whether performed on plants or an- 
imals, is an operation full of mystery, and it is hard 
to understand why bone grafts live while other 
tissue grafts die. Bone grafting resembles the 
grafting of plants or trees which requires certain 
conditions to insure success. For the latter such 
conditions are: (1) a time of year in which growth 
is most active; (2) the avoidance of severe trauma; 
(3) accurate approximation of the growing layers; 


(4) moisture and absence of the agents of decay; 
and (5) immobility of the graft. 

The corresponding conditions necessary for suc- 
cessful bone grafting are: 

1. A sufficiently good condition of the patient 
to develop new tissue. 

2. The avoidance of undue trauma. Trauma is 
lessened by cutting the slots in the broken bone 
first. 

3. Accurate approximation of the graft to the 
slot. Albee secures this by marking out the slot 
and graft with the double rotary electric saws and 
beveling the sides by means of the single rotary saw. 
The graft is then pressed into the slot until it is 
firm and wedged there with bone pegs, a process 
which requires expert mechanical ability and con- 
siderable time. The author secures a perfect fit 
by cutting the slot with the double saw and then 
cutting the graft to fit the slot exactly by using 
washers which are equal to the width of the saws 
combined. Upon observation it was found that the 
tight pressure thus secured is not a handicap to the 
growth of the graft but results in a much stronger 
union from the start and reduces the amount of 
new bone that must be formed. 

4. Undue evaporation of moisture. Evaporation 
is prevented by the close approximation of the skin 
and tissues overlying the graft. The author, how- 
ever, has seen suppurating cases in which the 
graft lived. He cites in particular one case in which 
in spite of superficial sloughing of the skin and 
soft parts, two rib grafts lived which were inserted 
into a wound of the skull which was trephined in 
France. 

5. Immobility of the graft. The graft must be 
immobile in order that it may become firmly at- 
tached. When the fragments are in good position 
and alignment it is not so hard to immobilize them 
but otherwise it is difficult. 

The sliding graft of Albee has its drawbacks as 
the bone is weakened by the upper or long end of 
the cut, the slide does not exactly fit the slot, the 
graft itself is not so healthy nor strong as one cut 
from a sound bone, and the fitting of the graft is 
technically very difficult if the bone ends are not 
exactly in line. A case is cited of non-union when 
a sliding graft was employed. The grafting op- 
eration is not difficult when a rotary saw is used and 
the technique can be developed by practising upon 
a basswood splint. Only the saw need be sterile. 
The two slots in the fractured fragments must 
be exactly in line and the graft must not be used 
to pry them into position. If the graft is firmly 
inserted a few sutures of chromic catgut will hold 
it in place. The skin and overlying soft parts are 
also sutured and the limb should be bandaged so as 
to include the joints above and below the injury. 
The bandage should not be disturbed for two weeks 
unless indicated. 

The complications must be guarded against. 
Slight suppuration may disappear but severe suppu- 
ration requires the removal of the graft. Fracture 
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of the graft may not necessarily cause non-union. 
Loosening of one end may be due to poor fitting 
of the graft, bad alignment of the slots, or suppura- 
tion. 

Foreign bodies if not infected may have no effect 
upon the graft, which will grow in spite of their 
presence. 

In the selection of a bone for the graft the author 
recommends the consideration of the ribs which 
are tough, durable, have greater vascularity, and 
regenerate rapidly. M. H. Hosart. 


Bernstein, M. A.: The Surgery of Tendon Transpo- 
sition, with Special Reference to the Impor- 
tance of the Tendon Sheath. Surg., Gynec. & 
Obst., 1919, XXix, 55. 

Bernstein reviews the literature of tendon 
surgery since Nicoladini in 1880 made the first 
tendon transposition in the treatment of infantile 
paralysis. The early methods of Lange and Drob- 
nick and their followers are discussed as well as 
the more recent technique recommended by Biesal- 
ski and Mayer. 

The finer anatomy of the peritendinous structures 
is described in detail. It is shown that in sur- 
gical transposition the methods of anastomosis 
of Lange and others and the more recent method 
of transposing a healthy tendon through the sheath 
of a paralyzed tendon, while valuable and practic- 
able from a surgical point of view, do not succeed 
in giving a thoroughly satisfactory functional 
result. The occurrence of dense adhesions about 
the transposed tendon is one of the chief factors 
resulting from the operation which tend to make 
it a functional failure. 

The consideration of the clinical experiences 
and experimental findings of a number of surgeons 
shows clearly that the function of a surgically 
transposed tendon separated from its normal 
surrounding structures is lessened by disturbances 
in its nutrition, by mechanical interference with 
its movements, and by a change in the nature of 
the regenerated tissue. Therefore the true physio- 
logical method of transposing a tendon so that its 
function is transferred to its new insertion is to 
transpose also all the necessary peritendinous 
structures with the minimum amount of surgical 
traumatism. 

Bernstein has carried out a number of experi- 
ments on animals having for their object the histo- 
logic investigation of the results of other methods 
of transposition and also the results when a tendon 
is transposed withits sheath and all its peritendinous 
structures. In the latter case the sheath was not 
opened and special fixation sutures devised by the 


‘ author were employed at the point where the 


tendon was to be cut. 

Histologic examination of specimens removed 
after the various experiments showed that following 
the older methods there was marked infiltration 
into the tendon substance proper and its surround- 
ing structures, with some signs of degeneration. In 
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the experimental transposition of a tendon drawn 
through the sheath of another, the sheath wall 
proliferated markedly and there were fibrinous 
adhesions. In the author’s transposition of a tendon 
with the sheath and the peritendinous structures, 
the specimens showed the tendon unchanged and 
in spite of some infection around the transposed 
tissue the sheath wall had not ruptured. The 
most important finding in the sections was the 
absence of all inflammatory processes between 
the tendon and the sheath so that there was no 
opportunity for the occurrence of adhesions. There 
was no mechanical interference with the function- 
ing of the transposed tendon and no sign of fibrosis 
of the tendon. Bernstein therefore claims that the 
method of transposing in which the normal anatomi- 
cal surroundings of the tendon are preserved is 
the true physiological method. 


Willems, C.: The Treatment of Purulent Arthritis 
by Wide Arthrotomy Followed by Immediate 
Active Mobilization. Surg., Gynec. & Obst., 1919, 
XXviii, 546. 

Contrary to the old idea of the necessity for 
immobilization in practically all cases of joint lesions, 
the author has for some years applied the principle 
of immediate active mobilization to a great variety of 
lesions in the joints, both infective and non-infective. 
The technique is practically the same for all types of 
cases. In cases of recent injuries it includes excision 
of the damaged soft parts, sequestrotomy of the 
fracture area, extraction of projectiles, and tight 
closure of the joint. In purulent arthritis the joint 
is left wide open. Immediate active motion is 
begun if possible and continued under personal 
supervision. The degree of active mobility depends 
on the extent of the lesion and the aptitude of the 
patient in directing his attention to the use of the 
proper muscles. 

When an extensive fracture precludes active use of 
the joint, passive motion must suffice. The move- 
ments are not painful unless accompanied by 
displacement of fragments, but. are laborious and 
require effort. The amount of pain is usually in- 
versely proportional to the degree of motion. In 
purulent joints opened wide by bilateral incisions the 
pus is squeezed out of the recesses by extreme flexion 
and extension. This gradually decreases in amount, 
the tissues cicatrize, and small fistulae form which 
must be frequently opened. In consequence of the 
complete drainage the infection remains limited to 
the synovia, the peri-articular tissues remain 
supple, and the muscles about the joint preserve 
their tone. Complete range of motion practically 
always results. In the earlier cases a slight stiffness 
was sometimes noted at the time the suppuration 
markedly diminished. Therefore partial closure 
of the arthrotomy wound has been done at this 
stage, an opening only sufficient for drainage 
being left. Mobility is thus perfectly preserved. 

The author gives the details of nine cases of 
infected joints treated in the manner described, 
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illustrating by photographs the positions of the 
limbs during active mobilization. E. M. Miter. 


Leriche, R.: The End-Results of Subcapsular 
Periosteal Resection of the Elbow for Sup- 
purative Arthritis after War Wounds (Résul- 
tats éloignés de la résection souscapsulo-périostée du 
coude pour ostéo-arthrite suppurée aprés blessures de 
pense Presse méd., Par., 1919, xxvii, 317. 


Leriche has reviewed 12 of his cases of suppurative 
osteo-arthritis of the elbow which were operated 
upon during the febrile stage. The most recent of 
this series dates back twenty-eight months, the 
oldest about four years. All of these cases were 
operated upon according to the Ollier subcapsular 
periosteal technique, the resection being total. 
Postoperative infection was observed in only one 
case. Mechanotherapy was not used, but electrical 
stimulation and heliotherapy were employed to 
some extent. 


As regards the functional results, neither ankylosis - 


nor a loose joint are to be observed in any case. The 
functional result in all is good and in some excellent. 
Pronation and supination are almost complete 
and in the worst cases two-thirds normal. Passive 
extension is complete in all, but active flexion varies. 
As regards the anatomical results, it is stated that 
all except one patient have had articular regenera- 
tion. In the different cases, however, this regenera- 
tion has been of various types, which the author 
illustrates by schematic drawings. In 2 cases it 
approached the normal. When the regeneration in 
suppurative cases is compared with that in cases 
of primary resection evolving aseptically it is 
observed that the latter is more regular and con- 
forms better to the anatomical type. 

Leriche concludes from his study that the results 
of resection of the elbow during the febrile stage 
according to Ollier’s technique are remarkable from 
every point of view. However, to obtain satis- 
factory functioning long patience is necessary on 
the part of both the surgeon and the patient. 

W. A. BRENNAN. 


Bessesen, A. N.: The Treatment of Colles’ Frac- 
ture. Am. J. Surg., 1919, xxxiii, 147. 


Fracture of the radius at the wrist-joint occurs so 
frequently that every physician should be thor- 
oughly acquainted with the correct diagnosis and 
proper treatment of a Colles fracture. 

Robert Jones advocates the following method to 
reduce such a fracture of the left wrist: ‘‘The sur- 
geon takes the patient’s arm in his left hand, with 
his own scaphoid tubercle against the projecting 
lower end of the shaft. He then places his right hand 
on the dorsum of the patient’s wrist with his own 
scaphoid on the projecting lower fragment. A firm 
grip with a slight traction and twist of the wrist 
completely reduces the deformity.” 

To prevent recurrence of deformity place a pad 
of wool on the upper fragment just above the site 
of the fracture and on the dorsum of the wrist- 


joint and styloid process to prevent it from rotating 
backward and outward. These may then be retained 
with splints. The text-book method is performed 
by grasping the patient’s hand as if to shake 
hands, at the same time grasping his forearm just 
above the wrist and placing the thumb over the 
displaced fragment. The patient’s hand is then 
drawn backward into hyperextension, and while 
pressure is exerted on the posterior surface of the 
lower fragment with the thumb of the hand grasp- 
ing the arm, the hand is suddenly brought forward 
into flexion, the ulna being used as a pivot while the 
hand is rotated into pronation. 

When properly reduced, the normal concavity on 
the anterior surface of the radius is restored, the 
styloid process of the radius is brought into posi- 
tion slightly lower than the styloid process of the 
ulna, and the fractured wrist is made to look as 
nearly like the other as possible, with all the land- 
marks in their normal relation. 

The best method of fixation is to use an adequate 
splint. Casts should be avoided because of the dan- 
ger of constriction and interference with frequent 
inspection. Some form of support should be re- 
tained for at least six weeks as the patient assumes 
that he has completely recovered when the dressings 
are removed. 

The writer submits an auxiliary splint to be used 
after removal of the stronger fixation splints, such 
as the old-fashioned anterior posterior padded 
splints or the more modern molded splints, the 
Jones’ metal spival, the Bond splint, the Gordon 
pistol-shaped splint, or the Walker papier maché 
splints. This type of auxiliary splint, which appears 
to be a modification of the Jones’ short-arm splint, 
is simple in construction, being made of aluminum 
strips and leather straps fastened together at each 
intersection by a single rivet to permit easy adjust- 
ment. It is intended to be worn for from two to 
three weeks’ time and then discarded for an ordin- 
ary wrist-strap. P. H. Kreuscuer. 


Pratt, R. B., and Park, J. F.: Resection of the Head 
of the Femur in Certain Gunshot Wounds of 
the Hip Region. Mil. Surgeon, 1919, xlv, 16. 


The hip-joint, including as it does the head of the 
femur, the upper fifth of the femur, the neighboring 
pelvic bones, the pelvic contents, and the great 
mass of musculotendinous and fascial tissues in this 
area, is as replete with serious and complicated 
problems as any approachable region of the body. 

Two cases of serious gunshot wounds of the hip 
which involved the head of the femur and acetabu- 
lum are cited. Both were closely parallel in their 
course, complications, and indications for treat- 
ment, and in the authors’ opinion constitute valuable 
contributions in support of the surgical principles 
to be considered in all-cases of pyogenic infections 
of this joint. 

The first case was that of a patient who sustained 
severe, multiple, penetrating gunshot wounds 
(shrapnel) in the left side of the abdomen, the left 


i 
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hip, and the left foot. Débridement and secondary 
closure were done at an evacuation hospital five 
days later. 

Two months after the injury the patient was ad- 
mitted to Base Hospital No. 216 in a serious condi- 
tion. The abdominal wound had healed, but a 
sacral bed-sore about 3 inches in diameter and a 
pressure ulcer from a Thomas splint were found 
over the left ischial spine. A Thomas splint was’ in 
position on the left leg, but owing to the ischial sore 
was ineffective. About the hip were multiple sinuses 
bordered by oedematous, unhealthy scar tissue and 
exuding large amounts of pus containing non- 
hemolytic streptococci and staphylococci. No 
anaerobic organisms were found. There was wast- 
ing of the buttock with atrophy of the entire limb. 
The condition of the skin was poor. 

X-ray examination showed a compound, com- 
minuted fracture of the head of the femur and 
acetabulum with an infectious destructive process 
and new bone formation not only at the joint but in 
the muscle mass some distance away. There was 
some atrophy of the femoral shaft. 

The patient was given general treatment and 
Dakin’s fluid was used to lessen the infection about 
the hip. This, however, was without notable result. 
A month after admission one scar with its sinus was 
excised and fragments of bone were removed. No 
attempt was made at fixation of the bones by other 
means than sandbags. During the operation a 
transfusion of 600 cubic centimeters of citrated 
blood was given. 

Within a few days the patient’s condition began 
to improve. Carrel-Dakin treatment was instituted 
on the fourth day after operation. In about two 
weeks the pressure ulcers were healed and fixation 
of the trunk and both lower extremities (the left in 
abduction) was gained by the application of a 
plaster cast. From then on, progress was rapid. 
Two months after operation the patient was evacu- 
ated to the United States with his wound practically 
healed. 

To facilitate the dressing of his wounds this 
patient was anesthetized about 20 times by Savari- 
aud’s method, the anesthesia lasting for about six 
“to eight minutes. 

The second patient sustained a penetrating and 
perforating machine-gun bullet wound in the left 
hip region and received first aid. Five days later 
he had a severe infection which was diagnosed as 

yemia, with abscesses of the right hip and left 
ip, the shoulder, and the sacrum. The abscesses 
were opened, after which drainage was instituted 
and Dakin’s treatment applied. 

Three and one-half months after the injury the 
patient was admitted to Base Hospital No. 216 in 
a serious general condition. There was a severe 
infection of the hip-joint with free discharge of pus 
containing non-hemolytic streptococci and staphylo- 
cocci but without anaerobes. Numerous pressure 
sores were present. X-ray examination showed that 
the infectious destructive process involved the 
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head of the femur and acetabulum and that the 
latter had a comminuted fracture. ‘ 

General treatment and careful nursing did not 
yield any definite result except in the condition of 
the skin lesion. Three days after admission the 
sinuses were excised, bone fragments removed, and 
the femoral head and neck resected. Also in this 
case a blood transfusion was given during the opera- 
tion. A plaster cast was then applied which in- 
cluded the trunk, the pelvis, and both lower ex- 
tremities, the left leg being in abduction. Three 
days later it was necessary to remove the cast and 
no other means of fixation was attempted. 

The patient made some improvement after opera- 
tion, but inability to fix the limb gave endless 
trouble. Because of the flail joint it was difficult 
to prevent pocketing at the site of operation. A 
collection of pus formed on the outer side of the calf 
just below the knee and. required drainage. The 
bed-sores healed slowly. Because of the failure to 
improve the hip condition, it was decided to ampu- 
tate, which was done six weeks after the first opera- 
tion. 

Following amputation the bed-sores healed com- 
pletely as did also the hip region except for a small, 
clean, granulating area along the line of incision. 
Six weeks after the amputation the patient was 
ready for evacuation to the United States. 

These two cases emphasize the following surgical 
principles. 

1. Penetrating and perforating infected wounds 
are complicated by the spread of infection along 
many unrestricted paths which follow no such well- 
defined course as do some of the hematogenous or 
lymphogenous infections of this area, and cannot be 
drained by any single incision. 

2. Chronic pyogenic processes involving both the 
head of the femur and the acetabulum cannot be 
— drained except by resection of the femoral 

ead. 

3. Whenever resection is done, the acetabulum 
should be thoroughly explored, and if necrotic, 
should be sufficiently removed to furnish ample 
drainage from its internal surface. 

4. Even when performed by only moderately ex- 
perienced surgeons resection is a brief operation and 
eliminates the severe shock involved in hip-joint 
amputation. 

5. Resection alone, however, is attended with 
certain shock, and this should be combated with 
the prophylactic transfusion of citrated blood during 
the operation. 

6. Removal of the head is facilitated by first 
separating it from the shaft by a Gigli saw (the 
easiest and most rapid method) and by clearing its 
trochanteric and posterior surface first. 

7. Completion of the hip-joint amputation sub- 
sequent to resection is simple and can be done 
rapidly. In no way is it comparable in severity to 
the formidable operation as a whole. 

8. When comminution of the head is extensive 
and associated with considerable separation of the 
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fragments and sinuses leading to the skin surface, 
drainage is correspondingly greater, and in parallel 
cases microscopic examination will show less acute 
changes. 

9. Extensive, diffuse, new, and unhealthy bone 
deposits occur in and about an infected joint which 
is improperly drained and without physiological 
rest. Therefore proper drainage and fixation are 
absolutely necessary. 

10. The use of Dakin’s fluid is of no value what- 
ever unless the wound is first properly prepared 
surgically following Carrel’s injunction. 

G. W. Hocurern. 


Lounsbury, B. F.: Plastic Repair of the Heel. 
Surg. Clin. Chicago, 19109, iii, 553. 

Three unusual cases of injury in which the soft 
parts of the heel were torn away and the calcaneus 
tip was either crushed or lacerated, resulting in a 
persistent ulceration in a thick scar, presented 
problems in repair. 

In his first case the author brought the heel to 
the back of the opposite thigh, making a flap and 
maintaining the position by a cast for fourteen days. 
He obtained a perfect result but the position used 
necessitated a face position which was uncom- 
fortable to the patient and troublesome to the 
attendants. 

In his second case therefore he brought the in- 
jured heel to the front of the opposite thigh. This 
resulted in a pressure necrosis through the quadri- 
ceps to the femur and through the skin of the ex- 
ternal malleolus. The end-result, however, was good 
though delayed. 

The third case was similarly managed but al- 
though great care was taken to relieve the pressure 
of the foot on the thigh, necrosis resulted and delayed 
an otherwise perfect result. K. L. VEnE. 


ORTHOPEDICS IN GENERAL 


Lowman, C. L.: A Suggestion in Regard to Ampu- 
tation Cases. Mil. Surgeon, 1919, xliv, 617. 


In astudy of balance-board exercises with reference 
to faulty statics it was concluded that in cases of 
relaxed posture and weak feet the Swedish balance- 
board exercises are harmful. The best agent for the 
repair of weak structure is active exercise in proper 
dosage and with the foot in the corrected position. 
It is an axiom of orthopedics that not only should 
weakened structures be strengthened, but deforming 
forces should be rendered ineffective. To correct the 
_ condition 0. .aulty statics in flat-foot due to relaxed 
structures on the inner side and shortened structures 
on the outer side of the foot, balance exercises are of 
value provided the foot is not carried inward under 
_ midline of the body as with the Swedish balance- 

ard. 

The secondary deformities in unilateral foot and 
leg cases are often overlooked until definite injury is 
done. Frequently flat-foot is produced in one foot 
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when the other leg has been paralyzed or injured. It 
was observed that in one of the Canadian reconstruc- 
tion hospitals practically all of the patients who had 
had leg amputations and were awaiting artificial limbs 
used the good foot in a marked position of valgus 
like that of a person standing on a Swedish balance- 
board. Such a position leads to shortening of the 
peronei and outer leg structures and if long continued 
results in a deformed arch. In walking the condition 
is increased by the outward thrust of the pelvis over 
the weight-bearing leg, which increases both the later- 
al and rotation strain that must be borne by all the 
leg structures, especially the joint linings of the hip, 
knee, and ankle. To prevent this condition prophy- 
lactic use of the tilted heel with a raised inner bor- 
der is advocated, in conjunction with the follow- 
ing foot exercises: 

1. Rotation of the thigh outward with the toes 
gripping the ground. If the foot is already flat, this 
is done while the patient is lying in the prone posi- 
tion and the foot is held by an assistant. 

2. With the patient seated, the foot is strongly 
abducted and dofsiflexed, the toes being plantar- 
flexed. 

3. Toe gripping exercises. E. M. Miter. 
Putti, V.: The Utilization of the Muscles of a 

Stunpp to Actuate Artificial Limbs; Cinematic 
Amputations. Med. Rec., 1919, xcv, 1004. 


By the cinematization of a stump is meant any 
kind of surgical proceeding which helps to make 
possible the direct transmission of voluntary move- 
ment from the stump to the artificial limb. 

This is obtained by the formation on the stumps 
of artificial points of attachment, so-called “plastic 
motors,’ to which are fastened the cords or ex- 
tensors destined to transmit the movements. 
Cinematization can be effected or prepared at the 
time the primary amputation is performed; it can 
be done also upon stumps which have already 
healed. 

Plastic motors may vary as to their number, posi- 
tion, shape, and function. 

To fulfill the purpose for which it is made, a 
plastic motor must possess every requisite for 
withstanding a firm, resisting, and painless grip, and 
also a traction force which in not a few instances 
may be high. It must be provided also with a 
sufficient amount of muscle masses capable of 
functional movement. 

The primary conditions for obtaining the first 
requisite are: 

1. The motors must be covered with skin in 
perfect condition, well nourished, and possessing a 
normal degree of sensibility. 

2. The motor must be of a size suitable for the 
fastening of the hooks, rings, and rods that are 
destined to transmit the functional movements to 
the artificial limb. 

The author had an opportunity to study cinematic 
prosthesis at the Institute Rizzoli where he had at 
his disposal a large workshop for the construction of 


artificial limbs. As a result of his research at the 


‘Institute, he concludes as follows: 


1. The practical results that have been obtained 
through cinematization have indicated that the 
hopes aroused by the principles and methods of the 
modern surgery of plastic motors are thoroughly well 
grounded. Cinematic plastics are entitled to a place 
among the most brilliant discoveries of orthopedic 
surgery and should be accepted with perfect con- 
fidence and tested on a large scale by all whose aim 
it is to restore functional activity to those who are 
disabled. 

2. The preparation of plastic motors is a well- 
defined surgical act that must be performed in 
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accordance with its own special methods. The latter 
have already stood the test of experience. 

3. From the view of physiology it has been 
proved that plastic motors are capable of giving both 
the quality and quantity of action which can be 
given by the muscle masses that stimulate them. 
However, practically considered, plastic motors will 
yield the full measure of their value only if the 
artificial limb is perfectly adapted to their shape and 
their strength. 

4. As the principal aim of cinematization is to 
obtain the vitalization of the artificial limb, it is 
essential that the surgeon and the artificial limb 
maker should work in harmony. E. C. RopirsHek. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Riba, J. de: The Results of the Treatment of Pott’s 
Disease by Osteoplastic Fixation of the Spinous 
Processes — the Albee Operation (Tratamiento 
del mal de Pott por la fijacié6n osteopladstica de las 
ap6fisis espinosas — operacién de Albee. Resultados 
personales). Rev. espan. de cirug., 1919, i, 241. 


The treatment of Pott’s disease is based upon 
immobilization of the affected region and on 
physiotherapy (heliotherapy, baths, etc.) which, 
by improving the general condition, help in the 
struggle against the infection. 

The Albee operation, which wonderfully fulfils 
the first of these requirements, is easily executed and 
accomplishes perfectly the effects obtained by suc- 
cessive years of plaster-cast treatment. Moreover, 
it is not dangerous as it is performed in healthy tissue 
and without injury to the nerves. On the other 
hand, it has the advantage of increasing the strength 
of the vertebral column. This operation may be 
done at any age, in all parts of the column, and in 
all stages of the disease. The regions most favorable, 
however, are the lower dorsal and the lumbar re- 
gions. The best time for the operation is the 
incipient stage of the disease, as soon as diagnosis 
is made. Paralysis is not a contra-indication; on 
the contrary, it is favorably affected by such treat- 
ment. 

The author’s statistics comprise 14 cases in 
which results highly satisfactory from all points of 
view were obtained by the Albee method. 

W. A. BRENNAN. 


Girdlestone, G. R.: A Note on Pott’s Disease and 
Albee’s Spinal Graft. J. Orthop. Surg., 1919, xvii, 

Fifty consecutive cases of Pott’s disease treated 
by Albee’s operation are recorded. : 

The diagnosis of this condition is based on the 
usual symptoms, special attention being paid to the 
presence of muscular spasm resisting movement in 
all directions and the X-ray findings. 

The purpose of the operation is to secure im- 
mobility of the affected vertebre by an auto- 


plastic graft from the tibia. If the spinous processes 
are fixed and the lateral articulations are sound, 
no movement of the bodies can take place. 

The vertebral column is normally held in place 
only by the muscles. Albee’s operation is valuable 
in that it tends to give: (1) permanent immobility 
in the corrected position; (2) a greatly reduced 
period of confinement to bed; and (3) a safeguard 
against recrudescence of the disease. It should not 
be performed, however, upon children less than 3 
years of age nor upon very old persons. Neither is 
it of value in the treatment of the atlanto-joint. 
Active cases should not be operated upon until the 
activity of the disease process has been abated by 
immobilization on a frame. Sepsis or discharging 
sinuses about the field of operation are also contra- 
indications. ‘‘Cold abscesses’’ are not opened by 
the operation. 

Pre-operative treatment is begun immediately 
upon the detection of active Pott’s disease and con- 
sists of: (1) splinting with a frame or cast to give 
complete rest; (2) reduction of reducible deformity 
very gradually when indicated; and (3) general 
treatment. 

The author gives an exhaustive description of 
methods of splinting for different regions of the 
spine. 

P The Albee operation should be performed in a 
warm operating room and the surgeon should avoid 
hammering. The anesthetic given should be ether, 
not chloroform. Great care should be used to pre- 
vent any movement of the spine. 

The postoperative treatment includes, first, the 
immediate treatment of shock. The first dressing 
should be done from four to ten days after the 
operation as indicated. The patient should be turned 
weekly in order to change the pads. The time at 
which the frame should be removed depends upon 
the location of the disease and other conditions, but 
is usually at the end of three months. The patient 
should then remain in bed for another month before 
sitting up. Soon thereafter he is able to walk but 
should wear the frame for a year. 


| 
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A table of cases is followed by a discussion 
in which it is stated that gunshot fractures of the 
spine may also be treated by this method. 

While by some surgeons it is questioned whether 
the Albee operation saves time and is sufficiently 
safe to be used in place of the conservative methods 
of obtaining fixation, others claim that it is both 
safe and simple, saves time, and is absolutely indi- 
cated in the cases of adults and when other methods 
have failed. M. H. Hopart. 


Arquellada, A. M.: Personal Experiences in the 
Operative Treatment of Pot.’s Disease (Mi 
experiencia personal en el tratamiento cruento dei 
- vertebral de Pott). Pediat. espan., 1919, viii, 
165. 

The author has operated upon 46 cases of Pott’s 
disease, 43 according to the method of Hibbs with 
the slight modifications suggested by Lugones, 
and 3 by the Albee technique. The Hibbs method 
he considers much more simple and shorter than 
the Albee method. 

There was one death which occurred three days 
after operation and was due to meningitis. In this 
case an abscess not revealed by radiography was 
opened during the operation. Of the other 42 
patients operated upon by the Hibbs method, 8 
could not be traced. In 6 cases the results were 
the same as those obtained by the use of a plaster 
cast alone. In the others recovery was complete. 
However, it is still too soon to warrant the assump- 
tion that the cure in these cases is definite as the 
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Cestan: The Late Results of Nerve Suture (Resultats 
tardifs de suture nerveuse). Rev. neurol., 1919, XXv, 
149. 

The author made clinical and electrical examina- 
tions of a number of wounded soldiers who had 
undergone nerve operations at least two years pre- 
viously. As controls, he examined a number of men 
who had received injuries of the peripheral nerves 
at the same time but had not been operated upon. 

There were 23 cases in which a nerve suture had 
been done under the best conditions for the patient. 
Eleven of these were sutures of the radial nerve in 
the middle part of the arm, 6 sutures of the cubital 
nerve, 2 sutures of the median nerve, and 4 sutures 
of the sciatic nerve at the posterior part of the thigh. 

The 11 sutures of the radial nerve gave 2 failures 
and 9 positive results. In 2 of the latter cases there 
was a complete return of mobility but some muscular 
atrophy and hypoasthesia in the region of the nerve. 
The other positive results were less satisfactory. 

The 6 sutures of the cubital nerve gave 3 good 
results and 3 that were only fairly good. 

The 2 sutures of the median nerve gave negative 
functional results. 

The 4 cases of suture of the sciatic nerve gave 1 
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earliest operation was performed only three years 
ago and some of them very recently. 

An important fact to which the author desires to 
call attention is that in applying the Hibbs’ method 
the deformity does not completely disappear and 
in some cases does not even diminish. In all cases 
the postoperative course was normal except that 
in 3 one of the apophyses operated upon was 
eliminated as a sequestrum. 

The Hibbs method is indicated particularly in: 
(1) early cases with angular deformity, and (2) 
cases in which the vertebral lesions are associated 
with paraplegia. 

The ages of the patients in the series reported 
varied from 2 to 12 years. The majority were at 
least 7 years old. 

In one of the cases operated upon by the Albee 
method the tibial graft did not take. In the others 
it was implanted successfully but in these instances 
the author states that he is unable to deduce any- 
thing of value from the clinical or operative view- 
points. 

As a general conclusion it is stated that no con- 
crete deduction with regard to Pott’s disease can 
be drawn from the operative methods. It is neces- 
sary to compare the results obtained in many series 
of cases and after a long period of time by different 
procedures, both operative and non-operative, in- 
cluding heliotherapy, before precise and definite 
conclusions can be drawn as to the value of, and 
indications for, any particular method of treatment. 

W. A. BRENNAN. 


NERVOUS SYSTEM 


very good result, 2 that were only fairly good, and 
1 failure. 

The author believes that time is the most import- 
ant factor in operations upon the nerves, the success 
of surgical treatment depending upon performing 
the operation soon after the injury. In his investi- 
gations on this point he found that in 5 cases of 
primary suture of the same nerves the results were 
successful in 80 per cent, in 14 cases of suture done 
in the first five months after the injury there were 
13 very good or medium results and 1 failure, while 
in 4 cases of nerve suture done a year or so after the 
injury the operation was a failure in all. 

Operations performed even under the most ideal 
conditions for the patient later than the fifth month 
after injury give either no results or results that are 
mediocre. The ideal is primary suture or at least 
suture done within a few weeks after the injury. 
It is then possible to perform it before the develop- 
ment of a neuroma, resection will not have to be as 
extensive, and the re-union of the ends is more easily 
effected. It should be borne in mind also that the 
results of nerve surgery are good only when the 
operation is followed by a long and methodical 
course of physical treatment. W. A. BRENNAN. 
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MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, AB- 
SCESSES, ETC. 
Lurie, W. A.: Delayed Infection or Irritation and 


Concomitant Metabolic Errors. Boston M. & 
S.J., 1919, clxxi, 1. 


As a rule delayed infection is not recognized 


until it has developed to the point termed focal 


infection. Delayed infection produces serious meta- 
bolic errors by altering the function of the various 
so-called ductless glands. A lowering of the 
resistance of the body opens the way to greater 
activity for such delayed infections and there- 
fore the eradication of the infectious focus, long 
dormant, must be effected before normal metabo- 
lism can be re-established. Prime among the sources 
of delayed infection is the extraction of teeth with- 
out the resection of alveolar tissue. This permits 
the development of dead space which remains 
infected. 

The errors of metabolism may result from toxic 
substances not necessarily of bacterial origin. 
Long-continued irritation, infection, or altered 
function produce pathologic conditions and the 
treatment of the symptoms of such conditions, 
rather than of the exciting cause of the metabolic 
error, leads only to further delay in the eradication 
of an infection which ultimately may be discovered 
as an established focus. Pyorrhoea alveolaris is 
more truly ‘“‘alveolitis dentalis,” or perhaps, more 
correctly, ‘‘alveolitis maxillo-dentalis.” 

M. N. FEDERSPIEL. 


King, J. H.: Gastro-Intestinal Disturbances in 
Metabolic Diseases and Diseases of the Duct- 
less Glands. Med. Clin. N. Am. 19109, ii, 1655. 


The only disturbance of the gastro-intestinal 
tract which is associated with diseases either of 
metabolism or of the ductless glands and which 
might be considered specific, is the diarrhoea of hyper- 
thyroidism. There are, however, a number of de- 
rangements of some diagnostic and prognostic 
importance which will be clearer to the clinician 
when the etiological chain and the pathological 
relationships of these obscure diseases are better 
understood. The writer enumerates the various 
gastro-intestinal disturbances which occur in dia- 
betes, gout, obesity, Addison’s disease, and diseases 
of the thyroid, pancreas, parathyroid, pituitary, 
thymus, and pineal glands. W. H. Naver. 


Dunet, C.: The Treatment of Hemorrhagic Shock 
by Intravenous Injections of Physiologic Salt 
Solution at 55 Degrees Centigrade (Traitement 
du_ shock hémorragique par les injections intra- 
veineuses de sérum a 55 °). Presse méd., Pat., 1919, 
xxvii, 323. 


In the preliminary treatment of shock the author 
believes it more logical that the patient should be 


warmed from within rather than from without. 
Both experimentally and clinically he has tried the 
effect of injecting in hemorrhagic cases isotonic salt 
solution the temperature of which varied from 55 
to 80 degrees centigrade. While the experiments 
made so far are only preliminary, the results ob- 
tained, added to the clinical data, seem to justify 
the following conclusions: 

1. It is possible to inject into the blood-stream, 
without fear of accident, fluids the temperature of 
which is much higher than that of the body. The 
limits of toleration seem to lie between 70 and 80 
degrees centigrade, the exact figure varying with 
the area into which the injection is made. 

2. A temperature of 55 degrees centigrade, which 
is well below the highest which can be borne by the 
organism, does not cause any destruction of tissue 
and for this reason seems to be the ideal temperature. 

3. Following a severe hemorrhage, the patient 
has a serious loss of heat in addition to the blood 


4. The classical treatment consists in re-establish- 
ing the volume of blood by intravenous injections of 
blood or serum. To supply the heat loss, external 
methods of heating alone have been relied upon, 
but the use of the blood-stream to re-establish the 
heat balance is more logical as it allows rapid diffu- 
sion with the least loss of warmth. 

5. The intravenous injection of physiologic salt 
solution at a temperature which is non-injurious to 
the organism (55 degrees centigrade) fulfils all 
therapeutic ends as it re-establishes the blood- 
volume at the same time that it re-establishes the 
heat balance. 

Clinical cases of shock treated by such injections 
vielded very favorable results. In the last case so 
treated by the author 2 liters of saline solution 
heated to 55 degrees centigrade were injected in- 
travenously in the neck region. The extremities 
became warm very rapidly and the patient was 
placed in her bed in such a satisfactory condition 
that on the following day it was possible to perform 
a double amputation. W. A. BRENNAN. 


Bercovitz, N.: Cancer in Hainan, China. A Pre- 
liminary Statistical Study of 131 Operations, 
with Special Reference to Age Incidence, 
Anatomical Distribution, and Etiology. J. 
Cancer Research, 1919, iv, 229. 


Cancer as observed by the author in Hainan 
presents a number of phases which differ somewhat 
from those usually observed. These phases include 
the early age incidence of the disease, an unusual 
anatomical distribution, and a difference in the 
causes commonly considered as predisposing. 

In the study of these statistics the medical condi- 
tions peculiar to China must be remembered, viz., 
the gradual turning of the people to western medi- 
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cine, the fact that many patients who come to the 
hospital are inoperable and come only after all 
native remedies have failed, and finally, the fact 
that until very recently prejudice has kept the 
women of China away from medical and surgical 
aid. For these reasons it may be assumed that the 
statistics of the next few years will differ somewhat 
from the present figures. 

The cases were operated upon by the author in 
Hoi How and Kachek and by members of the staff 
of the Hoi How Hospital. Lack of facilities pre- 
vented microscopic examination, to the author’s 
great regret. 

This brief statistical study of cancer in Hainan 
brings out the following points: 

1. Cancer in Hainan is as much a disease of the 
early decades of life as of the later decades, and for 
this fact no reason can be found. 

2. Cancer of the penis and glands of the neck is 
unusually common. For the former an old primary 
sore may be the etiological factor, while for the 
latter no cause is known. 

3. Cancer of the exposed surfaces of the body is 
very common. Inasmuch as in most cases these 
people wear a scanty amount of clothing. the rays 
of the sun may be a contributing factor. It is more 
likely, however, that the causes are large ulcers 
which were treated in the native fashion and the 
sores resulting from counterirritation as practiced 
by the Chinese. This is all the more probable in 
view of the tendency to keloid formation and the 
universal infection ‘of wounds. 

4. Cancer of the stomach is infrequent. The 
absence of certain virulent streptococcic infections 
which are responsible for gastric ulcer may have 
something to do with this fact or it may be that, 
as in cancer of the uterus, the cases are not seen 
by the surgeon. 

5. Cancer of the uterus is uncommon. While 
these cases also may not be seen by the physician, 
it seems rather suggestive that virulent infections 
of the female generative organs are likewise infre- 
quent here. G. E. Berney. 


Robinson, E. P.: Does the Cure of Cancer Depend 
upon the Oxidation of the Tissues? Med. 
Rec., 1919, xcvi, 9. 


In the author’s opinion the cause of cancer is the 
presence of an excess of sodium in the cell and the 
cure is dependent upon the removal of this irritant, 
irrespective of the means employed. His belief in 
this theory is strengthened by the results obtained 
by the use of radium, the X-rays, and actinic rays, 
as well as by his own success with the administra- 
tion of potassium nitrate. 

The reasons for attributing the cause of cancer to 
an excess of sodium chloride in the tissues (given 
in a previous article) are quoted. The excess of 
sodium chloride is ascribed to the common’ habit of 
using an excess of table salt with food. In another 
article the use of potassium nitrate in cases of cancer 
was recommended on the assumption that the 
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proper equalization of potassium and sodium con- 
stitutes health and that their displacement is inter- 
changeable. The quantity of potassium nitrate 
advised was '/2; grain dissolved in 4 ounces of water 
and given every four hours. 

Cancer is viewed as an exaggerated phase of an 
original inflammation possessing no other char- 
acteristics than the presence of atypical cells in the 
inflamed tissue; in other words, as an inflammation 
of a malignant type. 

An excess of sodium results in incomplete oxida- 
tion so that a certain amount of sodium crowds out 
the potassium, the normal element of the cell. Ex- 
pelling the irritating sodium from the cell sets up 
local inflammation. Sodium is readily oxidized in 
the presence of oxygen, heat, or light. The good re- 
sults reported in cancer by the use of the different 
forms of radium, X-ray, and actinic rays are as- 
cribed to oxidation of the sodium which the irritated, 
overloaded cells are unable to expel. Oxidation 
appears to play an important part, if not the entire 
réle, in the cure of cancer by the use of rays. The 
malignancy of cancerous tissue is dependent upon 
an element which the action of light rays in any 
form removes. Potassium nitrate displaces the ex- 
cess of sodium from the inflamed cell and hastens 
tissue regeneration. 

A study of changes in the sodium spectrum of 
cancer cells exposed to sterilization by radiation as 
compared with the spectrum of untreated tissues 
should be made preferably by workers proficient 
in the use of the spectroscope. Co-operation of 
scientists other than those of the medical profession 
is also desirable in cancer research. 

W. H. Napier. 


Proper, M. S., and Simpson, B. T.: Malignant 
Leiomyomata. Surg., Gynec. & Obst., 1919, Xxix, 39. 


At the pathological laboratory of the New 
York State Institute for the Study of Malignant 
Disease during the past four years there were 22 
malignant leiomyomata among 357 leiomyomata. 
The authors define malignant leiomyomata as 
malignant neoplasms arising from mesoblastic cells 
of the smooth-muscle type. Their percentage is 
high because specimens. of suspicious appearance 
are sent to them while specimens of benign tumors 
are not. 

The majority of these neoplasms occur in the 
body of the uterus and most of them arise from 
pre-existing fibroids (16 out of 22). The gross 
appearance varies with the stage of progress of 
the malignant process. When found at the center 
of an old fibroid the area may present a grayish- 
white to reddish appearance and is soft in consist- 
ency. The large, ulcerating, protruding mass 
is of marrow-white appearance and the consistency 
of brain tissue. It resembles carcinoma. The 
histologic aspect varies probably with the rapidity 
of growth and the degree of malignancy. Histolog- 
ically these tumors may be classified into three 
groups according to their variation from the smooth- 
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muscle type of cell: (1) those resembling very 
closely the leiomyomata; (2) those having a short, 

lump, spindle shape with oval nuclei; and (3) those 
hentug a marked variation in the morphology of the 
cells. 

Pictures and minute descriptions are given of 
each. Twenty-two cases are reported briefly. All 
but one of the patients were married women. The 
ages varied from 32 to 72 years. 

The authors emphasize the warning of Geist 
that the treatment of fibroids by X-ray or radium 
is dangerous in women past 40 years of age because 
if malignant change has taken place it is of no 
avail and valuable time may be lost. 

— conclusions drawn are as follows: 

. Malignant leiomyomata are not uncommon. 

. They arise most frequently from pre-existing 
leiomyomata. 

3. The three histologic types into which malignant 
leiomyomata may be divided apparently correspond 
to their degree of malignancy. 

4. In view of the frequency of malignant change, 
fibroids should be removed surgically as soon as 
discovered. C. R. STEINKE. 


SERA, VACCINES, AND FERMENTS 


Bouchet, P.: The Results Obtained with the 
Polyvalent Serum of Leclainche and Vallée 
in the Treatment of War Wounds (Résultats 
obtenus avec le sérum polyvalent de Leclainche et 
Vallée dans le traitement des blessures de guerre). 
Bull. Acad. de méd., Par., 1919, \xxxi, 556. 


Following the use of the polyvalent serum of 
Leclainche and Vallée in 420 cases, traumatic 
shock soon subsided and operation was made 
possible. On the following day the wound appeared 
healthy. It then closed rapidly and the general 
condition remained good. These results were a vast 
improvement over those obtained prior to the use of 
the serum. 

As a general principle the author states that 
if the serum is injected within six hours following 
the injury, gas gangrene does not develop. In 
cases in which it has already developed the inocu- 
lation decreases its severity. 

The author has used the serum also in other 
conditions beside war wounds. He has obtained 
good results with it in chronic lymphangeitis, 
phlebitis, erysipelas, dermatitis due to faulty 
cicatrization of wounds, inflamed varicose ulcera- 
tions, and actinomycosis. Chronic or subacute 
infections are also benefited by it. 

The injection is made subcutaneously in the 
upper third of the thigh. As a rule the dose used is 
1o cubic centimeters. The injection should be 
given as soon after the injury as possible. In cases 
of multiple wounds from 20 to 30 cubic centimeters 
are injected. 

In severe cases and when gangrene develops the 
injection is renewed after two or three days, and 
sometimes from 20 to 30 cubic centimeters have 


been given daily with very good results. Not the 
least anaphylaxis has been observed even after the 
heaviest dosage. 

The polyvalent serum is not intended to take the 
place of the usual surgical treatment. 

The employment of polyvalent serum in civil 
practice will find its indications in cases of traumatic 
shock, gangrene, septicemia, and the infections due 
to industrial accidents. W. A. BRENNAN. 


BLOOD 


Baumann, L., Hansmann, G. H., Davis, A. C., and 
Stevens, F. A.: The Uric Acid Content of the 
Blood Compared with the Renal Dietary Test. 
The Bland Diet Compared with the Ordinary 
Test Diet. Arch. Int. Med., 1919, xxiv, 70. 


On the basis of the degree of abnormality, the 
cases reported have been tabulated in three groups. 
Those showing marked abnormality have been 
omitted. In addition to the laboratory findings the 
patients’ age, the diagnosis, the systolic and diastolic 
blood-pressures, and the presence of cardiac enlarge- 
ment, oedema, albumin, and casts have been con- 
sidered. The following norms have been adopted 
for the dietary tests and blood analyses: maximum 
specific gravity, 18 or higher; variation in specific 
gravity, 9 or more; volume of the night urine, 400 
cubic centimeters or less; specific gravity of the 
night urine, 18 or more; urea-nitrogen concentra- 
tion of the blood 0.020 gram per cent or less, and 
uric acid concentration of the blood, 0.0025 gram 
per cent or less. 

The tables summarize the data of too cases of 
moderate and slight abnormality respectively. All 
showed renal involvement from the clinical point of 
view. In 66 per cent there was abnormality in the 
dietary test, while in 74 per cent uric acid in the 
blood was increased. 

It follows from these facts that the uric-acid con- 
centration of the blood is a delicate, if not the most 
delicate, index of renal function at our disposal. 
The individual abnormalities in the authors’ series 
were as follows: 26 as regards maximal specific 
gravity, 49 as regards variability of specific gravity, 
40 as regards volume or concentration of the 
night urine, and 35 as regards the urea-nitrogen 
content of the blood. An abnormal dietary test with 
normal blood findings was found in 8 per cent of the 
cases. In only 6 was there an abnormally high urea 
with a normal uric acid concentration. The figures 
obtained indicate that 400 cubic centimeters is the 
upper normal limit for the volume of the night 
urine, provided the patients are kept in bed during 
the test period. At any rate the authors have never 
found more when there was no reason to suspect 
renal involvement. 

If each test is considered as a whole, the figures 
indicate that the results are similar with either the 
bland or the relatively bigh protein and salt diets. 
Owing tc the small quantity of solids which it con- 
tains, the bland diet tends to lower the specific 
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gravity of the night urine. As would be expected, 
the volume of the night urine is greater in cases 
with fixation of specific gravity following the regular 
diet than following the use of the bland diet. On 
the whole, it appears that both tests may be used 
interchangeably. The advantages of the bland diet 
are that it is easily prepared and may be used when 
a high protein diet is undesirable or in cases of diges- 
tive disturbance. Max Kaun. 


Crabtree, E. G.: Blood-Transfusion in War Surgery 
> the — Army. Boston M. & S. J., 1919, 
clxxxi, 60. 


Crabtree reports his experience in blood-trans- 
fusion with the British Army beginning in 1917 at 
which time it was necessary to establish transfusion 
teams for the treatment of patients arriving in poor 
condition in order to obtain a safe operating margin. 

American surgeons instituted the procedure of 
giving several hundred to 1,000 cubic centimeters 
of blood instead of from 500 to 600 cubic centimeters 
and demonstrated that the paraffin-coated tube 
method was a more rapid and efficient means than 
either the citrate or syringe method. 

Transfusion on so large a scale as that in the 
British Army during 1918 has yielded facts in regard 
to the value of blood and of the comparative value 
of fresh blood and fluids intended as substitutes for 
blood which will be of value in the treatment of 
accident cases in civil life. 

In severe shattering injuries to bone where fixation 
is next to impossible, early operation followed by 
immediate careful treatment of shock was clearly 
more profitable than awaiting a long, slow recovery 
which was precarious throughout its course. An 
hour’s heat and morphia and 700 cubic centimeters 
of blood almost invariably gave a safe operation 
margin. Five hundred cubic centimeters more of 
blood immediately following the operation restored 
the patient to nearly his pre-operative condition. 

The intravenous use of saline was unsatisfactory 
and even harmful. Subpectoral injections were also 
unsafe. Slight improvement which was noted im- 
mediately following intravenous saline was most 
often followed by collapse within a half hour. In 
severe cases of gas gangrene, particularly when 
there is vomiting, bicarbonate of soda in glucose 
solution has proved of inestimable value when given 
alone or with transfused blood. 

The writer advises blood-transfusion for patients 
not in extreme shock but arriving in poor condition 
and showing little improvement after a half hour 
of rest, heat, fixation and morphia; for patients in 
extreme shock when early operation is necessary to 
save life; and for those with severe wounds but 
offering a safe operation margin who survive opera- 
tion in a fair condition, but who often fail and die 
the second or third day with the onset of sepsis. 

Patients who are anemic from previous loss of 
blood, amputations, sepsis, or a combination of 
these, who have open wounds which will require 
granulation in order to heal show marked improve- 
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ment in their general condition and a clearing up of 
the local wounds on transfusion with from several 
to eight hundred cubic centimeters of fresh blood. 
Experiences of this war have given further proof 
that transfusion is of no value whatsoever as a 
curative measure in septicemia. H.A.McKnicur. 


Bernheim, B. M.: Hzmorrhage and Blood-Trans- 
fusion in the War. J. Am. M. Ass., 1919, |xxiii, 
172. 


The author relates his experiences in the treat- 
ment of cases of severe shock, hemorrhage, and 
anemia, by infusions of gum solution, saline solu- 
tion, and blood. Of the three, the blood was con- 
sidered by far the most valuable. In several severe 
cases of infection in which considerable blood had 
been lost very marked improvement resulted from 
blood-transfusion which in many instances was com- 
bined with injections of saline solution. 

L. H. Hits. 


Zingher, A.: Blood-Transfusion as a Therapeutic 
Aid in Subacute Sepis Associated with War 
Injuries. Mil. Surgeon, 1919, xlv, 75. 


The purpose of Zingher’s article is to draw atten- 
tion to the necessity for the more frequent and 
extensive use of small and repeated blood-trans- 
fusions in our military base hospitals. It is neces- 
sary only to go through a series of wards containing 
surgical cases to realize how beneficial such trans- 
fusions would be for these pale, septic-looking, and 
emaciated patients. The great aid which is so 
badly needed in the form of a rich supply of red 
blood-cells and blood-protein is frequently with- 
held from these patients partly because of a lack 
of appreciation of the value of blood-transfusion in 
such cases and partly because of the lack of cen- 
tralized special responsibility for carrying out such 
transfusions. 

The indications for blood-transfusion are: 

1. Extensive suppurating wounds associated 
with a subacute form of sepsis. 

2. Compound infected fractures associated with 
a subacute form of sepsis. 

3. Various grades of anemia associated with a 
subacute form of sepsis. 

4. Various grades of emaciation and partial 
marasmus. 

5. Before and after severe operations as an 
emergency measure. 

While in the forms of acute infections associated 
with septicemia, blood-transfusion has not shown 
any extraordinary results, in the more subacute 
forms with prolonged and extensive suppuration © 
the effects would be excellent. 

For the anemias the transfusion of blood is cer- 
tainly indicated. It supplies a fresh amount of 
blood and also stimulates the patient’s blood- 
forming organs to continue preducing an increased 
number of red blood-cells. 

For cases showing extensive grades of emaciation 
from various causes transfusions are definitely 
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indicated. Repeated small blood-transfusions, by 
acting as a new stimulant and an important nutri- 
tive element, will be certainly beneficial to the under- 
nourished and devitalized tissues. 

The cases requiring blood-transfusion as an 
emergency surgical measure are self-evident. Yet 
lives are often sacrificed by failure to give such 
transfusions either before or, more often, after an 
extensive shock-producing operation. 

The testing of donors and patients for blood- 
grouping can be readily and conveniently accom- 
plished by the method of Moss, using for the test 
a serum of Group II and a serum of Group III. 
These test-sera should be kept in sealed glass capil- 
laries so as to have them in convenient form for im- 
mediate use. A drop of each of the twosera should be 
placed on a clean glass slide and a drop of blood from 
the finger of the donor or patient added toeach. When 
no agglutination of the red blood-cells takes place the 
individual belongs to Group I. When agglutina- 
tion occurs with serum of Group III, and not with 
serum of Group II, he belongs to Group II, while 
agglutination with serum of Group II and not with 
serum of Group III indicates that he belongs to 
Group III. Agglutination with both sera indicates 
- the individual being tested belongs to Group 

V. 

The great importance of the subject calls for the 
assignment of the work connected with blood- 
transfusions to a specially qualified officer. Such an 
officer, fully acquainted with the technical details 
and indications for transfusion, should be available 
in every base hospital and base hospital center, and 
should be called into consultation on suitable medi- 
cal and surgical cases in which a transfusion is in- 
dicated. In a general way he would be able to 
know most of the very ill patients throughout the 
wards and help the surgeons in the selection of those 
requiring transfusion. 

It is usually conceded that for nearly all pur- 
poses the citrate transfusion is the simplest and 
best. The amount of sodium citrate to be used’ va- 
ries with different operators. In the strength of 
0.2 per cent of sodium citrate in the final mixture 
(1 part of 2 per cent solution of sodium citrate and 9 
parts of blood) the blood will frequently clot at 
the time of withdrawal and give considerable diffi- 
culty at the time of injection. A circular from the 
Surgeon-General’s Office recommends 0.7 per cent 
sodium citrate. More than four years ago the 
author advised the use of a 0.33 per cent citrate 
strength. He adds to each cubic centimeter of a 
10 per cent solution of sodium citrate 30 cubic cen- 
timeters of blood. The greater concentration of 
the original citrate solution also obviates an unnec- 
essary dilution of the blood to be injected. 

The conclusions drawn are as follows: 

1. Blood-transfusions should be used tore ex- 
tensively in the treaément of wounded soldiers in 
the base hospitals. 

2. Officers should be especially assigned to this 
work in the different base hospitals and base hospi- 


tal centers, and their sole duties should be in con- 
nection with the giving of transfusions, consulta- 
tions on surgical and medical cases, and keeping 
track of suitable donors. 

3. One of the special indications is subacute 
sepsis associated with extensive suppuration or 
infected compound fractures and with anemia and 
emaciation of varying grades. This treatment 
should be given also as a prophylactic measure in 
the cases of enfeebled patients before severe opera- 
tions and in postoperative surgical shock resulting 
from extensive loss of blood during an operation. 

4. Large pockets of pus, suppurating joints, or 
extensive empyemata must, of course, be freely 
incised and drained. Blood-transfusion will not 
help in the elimination of these sources of continu- 
ous re-infection unless they are carefully watched 
for and taken care of as they arise. Autopsies often 
bring such complications to light. 

5. The amounts of blood transfused should be 
moderate, from 250 to 300 cubic centimeters, and 
repeated, if necessary, every seven to fourteen days. 

6. Systematic efforts should be made to discover 
patients needing transfusions in the base hospitals. 
Special studies should be made and careful records 
kept after the transfusions so that as soon as possible, 
tabulated data may be obtained which will help in 
indicating more definitely the value of blood- 
transfusion in cases of subacute sepsis associated 
with extensive wounds and fractures. 

G. W. Hocnrein. 


Smith, J. F.: Mesenteric Embolism and Throm- 
bosis. Wisconsin M. J., 1919, xviii, 1. 


The three cases of mesenteric thrombosis reported 
by the author emphasize the statement often found 
in literature that embolism and thrombosis of the 
mesenteric vessels is the most rare as well as the 
most serious acute abdominal condition. 

Arterial obstruction is due to embolic plugging 
of the vessel, thrombotic obliteration, or a combina- 
tion of the two. Embolism occurs most frequently 
in the upper mesenteric vessels. Arterial sclerosis 
forms the background of thrombosis. 

Venous obstruction is more complicated. Two 
types are described: the descending type in which 
the process begins in the portal vein and extends to 
the small branches, and the ascending type in which 
it has its origin in the small mesenteric veins and 
extends upward, finally invading the larger venous 
trunks. 

In a series of cases collected by Jackson, Porter, 
and Quinby, 50 per cent of all the patients were 
between the ages of 30 and 60. The foremost 
symptom was general abdominal pain, which was 
present in all but 3 cases. As a rule there were 
nausea and vomiting. In 41 per cent of the cases 
the stools were bloody. In 70 per cent there was 
abdominal tenderness. Distension was a frequent 
sign 

“The diagnosis is difficult but especially in cases 
of cardiac and blood-vessel conditions favorable to 
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the development of embolism or thrombosis, mesen- 
teric occlusion should be suggested by acute abdom- 
inal pain with tenderness, the vomiting of dark- 
colored or fecal material, and bloody stools. 

The prognosis is extremely bad. The treatment 
is essentially surgical, although according to some 
authors the operative mortality is as high as 02 
per cent. 

The best operation is resection. Because of the 
doubtful viability of the adjacent portions of the 
intestines and the patient’s poor general condition, 
however, resection is often too formidable and uncer- 
tain. Mickulicz recommends bringing the doubtful 
loop outside of the abdomen and stitching it into 
the wound. 

The author agrees with Roswell Park, who said: 
“Tn the presence of sudden and acute symptoms, 
which include intense abdominal pain, collapse, and 
rigidity of the abdominal wall, very little time should 
be wasted in speculation as to the cause of the 
lesion.” R. B. Betrman. 


BLOOD AND LYMPH VESSELS 


Guthrie, C. C.: The End-Results of Arterial 
Restitution with Devitalized Tissue. J. Am. 
M. Ass., 1919, Ixxiii, 186. 


The author presents an interesting experiment 
in which the common carotid artery of a dog was 
divided and a segment of vena cava which had been 
preserved in formaldehyde solution for sixty days 
was inserted. The implanted tissue was treated with 
ammonia and absolute alcohol and impregnated 
with petrolatum. 

Twenty-one days later when the operative area 
was re-opened the blood was found to be passing 
through the segment. The animal died a ‘natural 
death approximately fourteen months later. At 
autopsy the artery showed an enlargement 3.5 centi- 
meters long and 2 centimeters in diameter which 
was fibrous and vascularized, but springy and patent. 

The experiment was performed with the intention 
of demonstrating that foreign devitalized tissue 
may be used in vascular restitution. Such tissue 
acts as a bridge-work over which new tissue may 
be formed. Similar work has been done recently 
by Nogeotte and Sencert. L. H. Hitts. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Bradburn, W. P.: The Treatment of Burns. Jnter- 
nat. J. Surg., 1919, xxxii, 208. 


The treatment of burns is not yet satisfactory. 
Although it is usually conceded that if two-thirds 
of the body area is burned, the patient will die, yet 
death occurs often in cases of less extensive burns. 
This is due to shock and a toxemia resulting from 
altered protein metabolism which causes gastro- 
intestinal disturbance. Renal involvement is com- 
mon and delirium and convulsions may be present 


although many who have been burned retain their 
full mental faculties to the end. 

Burns may be classified as those of the lesser 
type which heal under nearly any treatment, and 
those which are more severe and very difficult to 
manage. 

For the first type the initial dressing may consist 
of anything to exclude air, such as various oils— 
olive, cottonseed, carron, etc.—but preferably wet 
dressings of boracic acid, bicarbonate of soda, etc. 

The bleb, which acts as a protection from the air, 
should always be preserved unless infection of the 
contained serum should occur, when it should be 
removed as a whole with the scissors. A good 
dressing for this type of case is a dram each of boracic 
acid, sodium chloride, and sodium bicarbonate to a 
pint of water and should be changed not oftener 
than every forty-eight hours. If the raw surface is 
exposed, two methods may be used. After cleaning 
with sodium bicarbonate solution and drying, two 
layers of paraffin with cotton between them and 
covered by a dressing may be applied, or the “open- 
air method” may be used. The latter is described 
as follows: Twice daily the burn is immersed in 5 
per cent sodium bicarbonate for from one-half to 
one hour, after which it is dried and dusted with a 
powder containing not more than 1o grains of 


- chlorotone with compound stearate of zinc. The 


chlorotone is analgesic and in large doses also so- 
porific. 

When granulations have formed, strapping with 
adhesive is highly recommended. This should be 
done in such a way as to draw the edges of the burned 
— together and should be repeated in forty-eight 

ours. 

The more severe burns have two critical stages, 
that of shock and initial toxemia occurring in the 
first forty-eight hours, and that of sloughing after 
an interval of forty-eight to seventy-two hours. To 
alleviate the pain and shock large doses of mor- 
phine may be given, !4 grain repeated in a half 
hour or, if the patient is in great agony, 1% grain 
at once. The patient should then be placed in 
bed and warmed, and proctoclysis instituted, 6 
ounces of black coffee being used per quart of 5 
per cent sodium bicarbonate and glucose solution 
every three to four hours. Hypodermoclysis or 
intravenous infusion may be substituted in case of 
diarrhoea. Warmth, a cradle to support the bed 
clothing, and chlorotone alleviate the suffering. 

When the shock has been overcome, the burn 
may be treated by various applications but hydro- 
therapy is recommended. The patient is suspended 
on a sheet in the tub with the water at 100 to 105 
degrees ‘Fahrenheit and sodium bicarbonate is 
again added. At night he is placed upon an air or 
water mattress and dusted with compound stearate 
of zinc containing chlorotone if need be. 

When the danger of septicemia is passed any of 
the methods used for treating burns of the less 
severe type may be used, and skin grafting or plastic 
operations employed as indicated. M. H. Hoparr. 
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Long, H. F.: Burns and Their Treatment. Jnternat. 
J. Surg., 1919, xxxii, 217. 

Burns are the destruction of tissue by any form 
of heat and most commonly are produced by hot 
water, oil, tar, or steam. Other agents are hot 
metals, explosives, electric contact, and clothing 
which has caught fire. The usual classification of 
burns according to their degree is not necessary for 
treatment as they are all handled alike. 

The chief symptoms are pain, which is most 
severe in scalds and least severe in burns from an 
electric current, and shock which varies with the 
individual, being worst in children with extensive 
deep burns. Locally there may be only the faint 
blush of sunburn or actual charring. Nephritis, 
gastroduodenitis, and pneumonia are the common 
complications. 

Burns are clean wounds of which the pathology 
and healing process should be thoroughly under- 
stood in order to treat the condition intelligently. 
When the cells have been destroyed by heat, their 
place i is taken in the healing process by the regenera- 
tion of the remaining cells by mytosis. These cells 
grow in from the edge of the wound and also from 
isolated cells about sweat glands or those which 
have escaped unharmed. As they are only one 
layer deep when newly formed they are easily 
detached by a dressing such as gauze, or macerated 
and destroyed by the use of grease or oil. 

According to the author the best method of treat- 
ing burns is to strip the patient, put him to bed in a 
room the temperature of which is maintained at 
go degrees F., and dust the lesion with a powder 
such as stearate of zinc. No dressings or bed cloth- 
ing should be used. Morphia should be prescribed 
for pain, and treatment given for shock if neces- 
sary. Dry scabs should be removed as soon as they 
begin to loosen up in order to prevent the formation 
of pus. 

The article is summarized as follows: (1) a burn 
is not an infected wound; (2) no dressing should 
be used; (3) scar tissue is hot a sequel of the treat- 
ment recommended; (4) treatment is best carried 
out in a hospital; and (5) cases usually requiring 
three to six months for cure will heal when treated 
in the manner described in from two to three weeks. 

M. H. Hopart. 


McDonald, A. L.: The Treatment of Burns. Ann. 
Surg., 1919, lxix, 312. 

The author had an opportunity to treat 31 cases 
of extensive burns following the forest fires of 
October 12, 1918. From this experience he concludes 
that dressing the burn with gauze soaked in 10 per 
cent sodium bicarbonate solution and moistened every 
hour or two is the most simple first-aid treatment 
and gives the greatest comfort. Morphine should 
be prescribed to give rest but must be administered 
with care as often severe reaction and depres- 
sion follow its use. The treatment of shock with 
posture, heat, hot drinks and stimulants may be 
necessary. 


Paraffin is preferable to gauze with oily dressings 
and should be substituted as soon as possible. The 
author used it within thirty-six hours. This method 
should be quite painless. Dichloramine-T in oil 
causes pain and is of doubtful value. If there is 
extensive sloughing, wet dressings should be 
applied. 

The use of adhesive strapping over the raw sur- 
face is highly satisfactory and simplifies the later 
treatment since the dressings may be extended to 
two or three days. If adhesive is applied skin 
grafting will rarely be necessary. -GATEWOOD. 


Black, H. R.: The Management of Burns. Jnler::at. 
J. Surg., 1919, xxxii, 218. 

More deformities result in civil life from the mis- 
management of Colles’ fracture, Pott’s fracture, 
burns of the second, third, and fourth degree, and 
fractures about the elbow-joint than from all other 
injuries combined. In railroad surgery compound 
comminuted fractures, extensive burns, and crush- 
ing injuries give the greatest number of resulting 
deformities. 

Burns should be treated with the idea of prevent- 
ing and minimizing contractures and resulting de- 
formities. Those of the first degree need not be con- 
sidered. Many severe burns when seen early may 
be treated with an application of soda paste, a 1 per 
cent solution of picric acid, or an oil dressing, to- 
gether with an anodyne for comfort. Many other 
agents may also be used, but care should be taken 
to avoid systemic medicinal poisoning, especially by 
boric acid, alcohol, picric acid, and iodoform applied 
to extensive raw surfaces and used in the treatment 
of children. Open-air treatment is not recommended 
because of the danger of infection. The formation of 
crusts tends to delay healing. 

During the period of sloughing the wound should 
be kept clean in order that the amount of pus will 
be decreased, the parts softened, the absorption 
minimized, the temperature lessened, the repair 
hastened, and the patient made more comfortable. 
This can be done by the application of a 25 per 
cent solution of peroxide of hydrogen followed by 
saline irrigation. 

The stage of repair is shortened by the use of 
autogenous skin grafts which should be applied 
immediately after the sloughing has occurred as 
delay allows the formation of granulation tissue 
which lessens the viability of the graft. Thiersch’s 
method of grafting is recommended. The skin 
should be cleansed with tincture of green soap and 
water and alcohol, and a dry dressing should be 
applied the afternoon or evening preceding the 
operation. Rough edges and granulating tissue 
should be removed, bleeding controlled with hot 
compresses, and the grafts which should be obtained 
by using a flat razor, covered with guttapercha 
tissue and a dry dressing. Never remove a graft 
even if it appears not to be taking, as a part of it 
may live. 

If for any reason a graft cannot be used the wound 
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may be completely covered with inch-wide adhesive 
strips. The mechanical effect flattens granulations, 
acts as a low-grade irritant, and retains the heat 
and moisture. No solutions should be used. Large 
burns may be treated in this way. 

Care should be taken, especially in burns of the 
hands, fingers, flexor surfaces of the elbows, knees, 
and axilla, to keep the part in extended position to 
prevent contracture deformities. 

Severe burns of the neck are dressed in the over- 
corrected position with the face turned away from 
the affected shoulder and chin as far from the ster- 
num as possible, and held there by a plaster collar 
from two to four months after the wound has 
healed. M. H. Hopart. 


Bohmanson, G.: On the Diagnosis and Therapy of 
Bone Typhoid. Ann. Surg., 1919, lxix, 245. 


The author reports a case of multiple typhoid 
osteomyelitic foci occurring in a girl 18 years old 
who gave no history of typhoid. With the exception 
of measles, she had never had any illness up to the 
time trouble developed in the right hip-joint. Some 
months later a lesion appeared in the left clavicle 
which finally discharged and remained open for 
about a year. Six months after this had healed a 
large fluctuating mass developed in the right gluteal 
region. On the assumption that this lesion was 
tuberculous it was opened with a trocar, drained, 
and injected with iodoform-glycerin emulsion. At 
this time the blood-serum would not agglutinate 
either typhoid or paratyphoid bacilli. The Wasser- 
mann reaction was negative. 

Finally an incision was made over the clavicle 
and a peculiarly disintegrated bone focus was dis- 
sected out. Bacteriological examination of the mate- 
rial thus obtained revealed a typhoid-like bacillus 
in pure culture. Its strongest agglutination was 
with serum from typhoid patients. Accordingly, a 
vaccine was prepared and given in increasing doses. 
As the virulence of the organism was very low, 
however, other vaccines were made after the strain 


‘was passed through five guinea pigs to increase its 


virulence. Under this treatment the patient im- 
proved very rapidly. 

While the author has had only one case of this 
kind, the results he obtained from autogenous 
therapy were very encouraging, and further experi- 
mentation along this line seems justifiable. He 
believes that multiple foci occur in bones as the 
result of typhoid infection more often than is shown 
by statistics. 

The condition described may develop when there 
is no history of typhoid and even a positive Widal 
reaction is not essential. In cases of isolated foci 
the patient should be subjected to a systematic 
X-ray examination as secondary foci are frequently 
overlooked. The diagnosis can be made with cer- 
tainty only by bacteriological examination. Radio- 
graphs show nothing specific. The foci are usually 
readily accessible and should have the benefit of 
operative treatment. GaTEwoop. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Scammon, R. E.: Some Graphs and Tables Illus- 
trating the Growth of the Human Stomach. 
Am. J. Dis. Child., 1919, xvii, 395. 


This article is based on more than 1,400 deter- 
minations of the net weight of the stomach the 
earliest of which were made in the latter part of the 
third month of foetal life when it weighs 0.125 gram. 
The weight is tripled in the fourth month and more 
than quadrupled in the fifth month. In the sixth 
month of foetal life it is 1 gram and at term approxi- 
mately 6.5 grams. During the early part of prenatal 
life the stomach approximately doubles its weight 
each month and during the last third increases it by 
40 per cent. At term its weight makes up o.2 of 
1 per cent of the body-weight. 

In postnatal life most of the large organsincrease in 


‘weight approximately 12 times until early maturity. 


In the same period the weight of the stomach in+ 
creases about 24 times. Its most rapid growth is 
in the first trimester after birth. The stomach of 
the adult weighs 154.5 grams. 

The data on the growth of the internal surface area 
of the stomach are limited. 

The results of investigations of the cubic contents 
of the stomach at various ages and its anatomic 
capacity are also reported in detail. I.E. Bisnxow. 


Kawamura, K.: Studies on Organ Transplanta- 
tion. I. Transplantation of the Thyroid 
Gland with Intact Blood-Supply. J. Exper. 
Med., 1919, XXX, 45. 

The author mentions two methods of free grafting 
of a gland: the transplantation of pieces of tissue 
and the transplantation of the whole organ with 
anastomosis of its blood-vessels to those of the same 
person or another person. In 1892 von Eiselsberg 
transplanted the thyroid gland in a cat. Half of the 
gland was removed and transplanted into the 
abdominal wall. Several weeks later the other half 
of the gland was extirpated. The animal remained in 
good condition but died when the transplanted 
thyroid was removed. Since that time many 
instances of thyroid grafting, both experimental and 
clinical, have been reported, and it has been shown 
that thyroid grafts in animals take and functionate. 

Kawamura performed all of his experiments on 
dogs. Since the relation of the thyroid to its vessels 
in the dog is different from that in man, he describes 
this difference before describing his technique of 
transplantation. In a dog the glands are spindle- 
shaped, situated beside and beneath the larynx, 
usually separated from each other, and more or less 
covered with muscle. The dog, especially the bulldog, 
has a relatively large thyroid which is not always 

roportional to the animal’s size; a small dog may 

a remarkably large glands due to the develop- 

ment of a so-called colloid goiter. 

The arterial blood reaches the gland mainly 
through the superior thyroid artery which arises 
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from the common carotid and enters the gland at 
its upper pole after an upward convex curve. As the 
inferior thyroid artery is very small, it may usually 
be ignored in the transplantation of the thyroid. 
The venous blood flows out through two veins, the 
superior and inferior thyroid veins. The superior 
thyroid vein leaves the upper pole of the gland and 
empties into the internal jugular vein, while the 
inferior thyroid vein, consisting of two stems, opens 
into the same vein further down. The diameter of 
the superior thyroid artery and thyroid veins is 
scarcely greater than 1.5 to 2.5 millimeters. It is, 
therefore, almost impossible to anastomose these 
vessels. 

In the experiments reported the thyroid gland was 
dissected from the surrounding tissue, the superior 
thyroid artery and superior and inferior thyroid 
veins being left intact. In most instances the gland 
was extirpated with a portion of the internal jugular 
vein and a segment of the common carotid artery, 
‘connecting the thyroid veins and the superior 
thyroid artery respectively. The gland was imme- 
diately wrapped in a sponge saturated with warm 
salt solution. After a few minutes it was trans- 
planted to the other side of the neck of the same 
dog or into the neck of another dog whose thyroid 
had been previously removed. The segment of com- 
mon carotid was inserted in the place of the other 
below the point of outlet of the thyroid artery. The 
peripheral end of the internal jugular vein was 
united to the central end of the internal or external 
jugular vein of the recipient by end-to-end anas- 
tomosis. 

In two animals the peripheral end of the internal 
jugular vein was united to the wall of the external 
jugular vein (end to side). Moreover, in two cases, 
after resection of half of the spleen, the thyroid was 
transplanted tothe splenic vessels of the same animal. 
In these instances the superior thyroid artery was 
sutured (othe splenic artery and the internal jugular 
vein to the splenic vein by end-to-end anastomosis. 
The time required for the extirpation of the gland and 
its complete transplantation was usually from one 
to two hours. The clamp on the veins was removed 
first and then that on the artery. As soon as the 
clamps were unfastened the gland became normal 
in color but it was somewhat distended. Several 
days after the operation the wounds were opened 
and the condition of the transplanted thyroid gland 
examined. As a rule if the gland appeared normal 
the other intact thyroid was fixed in 10 per cent 
formaldehyde for microscopic examination. 

After making these experiments the writer draws 
the following conclusions: 

The experiments on dogs showed that the thyroid 
gland which was autoplastically transplanted by 
means of various methods of blood-vessel anastomosis 
could live in good condition and functionate favor- 
ably several months after the operation, even after 
the interruption of the circulation for one and one-half 
hours. They further showed that the circulation 
through the transplanted blood-vessels as well as 


glands was as good as normal and that permanent 
successful results of the homoplastic transplantation 
of the gland are as yet not possible. G. E. Betsy. 


Kawamura, K.: Studies on Organ Transplanta- 
tion. II. Transplantation of the Spleen with 
Intact Blood-Supply. J. Exper. Med., 1919, xxx, 65. 


During the last fifteen years organ transplanta- 
tion has been studied extensively with especial 
reference to practical therapeutics and the biological 
possibility of regeneration of transplanted tissues. 

Failure in the transplantation of pieces of the 
organ, however, is partly attributable to insufficient 
blood-supply in consequence of which the grafts are 
gradually absorbed. Moreover, it should be taken 
into consideration that small pieces, although 
successfully transplanted, are not always sufficient 
for the function. Transplantation of the entire 
organ by anastomosis of its blood-vessels to suitable 
parts of the circulatory system can yield sufficient 
nutrition and probably function also. 

A series of experiments was performed on dogs. 
The artery and vein from the spleen to the gastro- 
splenic vessels have usually two trunks. One 
pair enters the spleen in its lesser (left) end and 
another almost in the middle. Mattress sutures 
having been applied transversely to the spleen in the 
experiments reported, it was divided into two parts 
corresponding to the stream district of these large 
branches. The half of the spleen which is nourished 
by the larger branches was used for the transplanta- 
tion. The splenic artery, vein, and nerves were 
dissected and divided and Crile clamps applied. 
The caliber of the artery was hardly 1.5 millimeters 
in diameter. The spleen was then removed and 
wrapped in a salt sponge. After a few minutes it 
was replaced into the abdominal cavity and its 
vessels were united as before, by end-to-end anasto- 
mosis. 

In another case an attempt was made to trans- 
plant the spleen into the neck. After the thyroid 
was removed the peripheral end of the splenic. 
artery was united to the central end of the sup- 
erior thyroid artery and the peripheral end of the 
splenic vein to the central end of the external 
jugular vein. In another case the spleen was 
transplanted into the renal vessels after nephrecto- 


my. 

Most of the experiments were performed auto- 
plastically, but in one instance the spleen from one 
animal was transplanted to another. The ar- 
terial suture was always difficult, due to the small 
caliber of the vessel. As soon as the clamps were 
unfastened, the bluish-red collapsed spleen became 
very red and its volume was increased. The cir- 
culation in the spleen was re-established between 
one and two hours after its extirpation. The 
dissected omentum was reunited and in a few cases 
the nerves also were sutured. Several days after 
the operation the condition of the transplanted 
spleen was ascertained by laparotomy. When the 
transplantation was successful, the other intact half 
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of the spleen was removed and immersed in a jar 
filled with 10 per cent formaldehyde solution for 
microscopic examination and the animal was 
observed further. 

The results of the experiments immediately after 
operation were in all cases satisfactory. In spite of 
the interruption of the circulation from one to two 
hours after extirpation, the immediate circulation 
of blood through the transplanted spleen and 
blood-vessels was favorable but most of the spleen 
became necrotic or was entirely absorbed. The 
cause of this was the obstruction in the transplanted 
vessels, due to thrombosis. It is probably difficult to 
obtain good results by using so small a vessel as a 
branch of the splenic artery. Carrel has noted that 
a small vessel cannot be sutured with much chance 
of success. All of Luedke’s experiments failed. 

Regardless of these difficulties, the successful 
case showed that such a highly differentiated, com- 
plicated organ as the spleen can be transplanted en 
masse, that it can keep permanently its normal 
structure, and probably also can _ functionate 
normally. In this instance the difference between the 
central and peripheral parts of the grafts, as Manley 
and Marine discovered by piecemeal transplanta- 
tion, was not visible. This is scarcely to be ex- 
pected because in transplanting by blood-vessel 
sutures the nourishment of the transplant is main- 
tained throughout. 

In view of the fact that the spleen can survive 
even if the nerves are not united, the experiment 
demonstrated that nerves are not essential for the 
maintenance of grafts. 

The neck, probably also the inguinal furrow, is not 
a favorable site for the experimental transplantation 
of the spleen by blood-vessel suture because after 
the suture of the fascia and skin the more or less 
distended spleen is compressed and consequently 
disturbances of the circulation through the graft 
may occur. 

Seven ‘autoplastic transplantations and one 
homoplastic transplantation of the spleen of dogs 
were made. One autotransplantation was successful, 
the gland being normal at the end of eighty-eight 
days. G. E. BEILBy. 


Woglom, W.H.: The Size of the Spleen in Immune 
Mice. J. Cancer Research, 1919, iv, 281. 


It has been asserted in recent years by not a few 
authors that the spleen is enlarged in mice which 
have or are immune to propagable tumors. More- 
over, it has been implied, if not actually stated, that 
the hypertrophy is an expression of the important 
part taken by this organ in the elaboration of pro- 
tective substances of all kinds. This involves the 
subsidiary assumption that immunity to trans- 
plantable new growths is due to some sort of anti- 
body, though it is admitted that no evidence of the 
presence of any antibody similar to those active 
against the various bacteria has yet been offered. 

The paper is concluded with the following brief 
summary: 
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While it is not denied that the spleen is concerned 
in bringing about immunity to propagable ne- 
oplasms, there is no evidence to show that the 
refractory state in mice is regularly accompanied 
by any enlargement of this organ appreciable to 
measurement. Some immune mice have enlarged 
spleens and some have not; some animals with 
progressively growing tumors have enlarged spleens 
and some have not. And the existence of other 
causes of splenic hypertrophy, such as mouse 
typhoid, transfers the burden of proof to those who 
assert that splenic hypertrophy is referable to 
immunity. G. E. Bersy. 


Fischer, A.: Multiple Tumors of the Mouse 
Mamma: Are They Independent or Meta- 
static? J. Cancer Research, 1919, iv, 325. 


Malignant neoplasms in man begin, as a rule, as 
single tumors, and the multiple growths which 
appear later are, as is well known, due to secondary 
spreading from this primary focus. However, 
multiple primary tumors are now and then to be 
met with and in. the articles of Harbitz, Tanberg, 
de Besche, and Wolff, large series of such cases 
have been collected and discussed. 

Harbitz arranges such multiple tumors in four 
groups: (1) tumors of the same nature and in the 
same organic system; (2) tumors of the same nature 
but in different organs; (3) tumors of different na- 
ture and in different organs; and (4) the car- 
cinosarcomata. 

Most of these tumors showing primary multiplic- 
ity are benign. In man the genuine malignant tu- 
mors are less often primarily multiple. 

When all is considered, therefore, it appears 
probable that the multiple tumors of mice are 
independent and not metastatic growths, though 
no direct proof has been produced. As the point is 
of considerable interest, and our knowledge of the 
anatomical conditions upon which the question is 
based is defective, an attempt was made to examine 
these conditions somewhat more closely. The 
method employed was the injection of insoluble 
particles into the mammz and a study of their 
transportation and deposition, it being assumed 
that in all likelihood tumor cells would follow the 
same path. 

The technique was as follows: India ink was 
injected into the mammez through the nipple by 
means of a small syringe with a very fine needle. 
The quantity injected was about o.1 cubic centi- 
meter. Female mice which had developed spontane- 
ous tumors in one or more mammez were used for the 
experiments. In some of the animals the injection 
was made into one of the still normal mamme, in 
others into the tumor itself. By preference the ink 
was introduced into the inguinal mammz into which 
the injections could be made more easily. 

The results were as follows: 

1. When India ink was injected into the normal 
mammary gland, it always appeared in the regional 
lymph-nodes. At first the periphery, and later the 
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entire node, was of a more‘or less intense black 
color. 

2. In the next stage the course of the India ink 
could be followed to the central nodes and on to 
other lymph-nodes on the same side. In some cases 
it was observed also in nodes on the opposite side. 

3. No ink was found in another mammary gland. 

4. When India ink was injected into mammary 
tumors, the results were the same except that trans- 
portation took place much more rapidly, both to 
the regional nodes and to those lying above and 
below them. In these cases, also, the ink was never 
transported to other mamme. 

The conclusion may be drawn that small solid 
particles, like those of India ink, travel from the 
mamme through the lymph-channels to the regional 
nodes, and then on to more distant lymph-nodes, 
as they do in man. Direct transport from one 
mammary gland to another, such as might permit 
the assumption that the multiple tumors are of 
metastatic origin, was not observed. G. E. BrrBy. 


Kligler, I. J.: Growth Accessory Substances for 
Pathogenic Bacteria in Animal Tissues. J. 
Exper. Med., 1919, Xxx, 31. 


The subject of vitamines has of late occupied the 
attention of the biologist and biological chemist. 
The nature of these substances is still a matter of 
speculation, but the majority of workers accept the 
distinction proposed by McCollum and Davis. These 
authors recognize two classes of substances, the 
fat-soluble A and the water-soluble B. A more 
precise definition has not been possible because of 
failure thus far to isolate and identify the respective 
compounds. Their presence can be detected only by 
the effect they produce on the growing organism, 
usually the white rat. By noting the effect of the 
addition of various substances to a balanced vita- 
mine-free diet, a rough indication can be obtained 
of the concentration of food accessory substances 
in the added material. 

The object of this paper is to report experiments‘ 
bearing on (1) the effect of vitamines on the growth 
of a number of organisms pathogenic for man; 
(2) the distribution of these substances in animal 
tissues; and (3) the relative significance of the 
fat-soluble A and water-soluble B in the cultivation 
of these micro-organisms. At present there are few 
data bearing on these questions in relation to 
bacteria. 

In the course of the investigation beef heart, goat 
blood, rabbit and cat tissues, and human secretions 
were used. Unless otherwise stated, the method of 
extraction was always the same. The tissue or organ 
was obtained as free from blood as possible. The 
animals were first exsanguinated and the tissues 
washed free from visible traces of blood with saline 
solution. The material was then weighed, macerated 
into small bits, suspended in nine times its weight of 
saline solution, shaken thoroughly, and placed in the 
ice box over night. The following day the extract 
was centrifugalized, and filtered through a Berke- 
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feld candle. After testing for sterility the extracts 
were ready for use. 

The growth of all the pathogenic bacteria studied 
by the author was favorably influenced by the 
addition of small amounts of tissue extracts. 

Beef heart, rabbit and cat tissues, and human 
nasal secretions contain substances favorable to the 
growth of the organisms tested. The mucosa of 
different organs, spleen, liver, and kidney, are 
relatively rich in these substances, while muscle is 
telatively poor. The favorable effect of the extracts 
is manifested by an enhancement of growth and a 
reduction of lag. 

The water-soluble substances are apparently 
those which are essential for bacterial development; 
the ether extract has no effect on growth. 

Experiments are reported which indicate that the 
substances in question belong to the class of so- 
called “ vitamines.” G. E. Betsy. 


Merrill, E. D., and Wade, H. W.: The Validity of 
the Name ‘‘ Discomyces’”’ for the Genus of 
Fungi Variously Called ‘‘Actinomyces,”’ 
“Streptothrix,’”’ and ‘‘ Nocardia.”’ Philippine 
J. Sc., 1919, Xiv, 55. 

The nomenclature of the group of fungi the 
pathogenic members of which produce the various 
actinomycoses, so-called, has been the subject of 
confusion which resulted from an unusual com- 
bination of circumstances. For some time it was a 
mooted question whether the organisms were of 
bacterial or fungous nature, partly because of 
erroneous conceptions of their morphology which is 
complex and variable and differs widely in different 
strains. Even yet opinions differ as to whether or 
not the forms involved should be included in a 
single genus. One of the types, a saprophyte, 
streptothrix foersteri Cohn, was for a time errone- 
ously included in a genus of the higher bacteria, 
while the first pathogenic species described, actino- 
myces bovis Harz, having been recognized as a 
fungus, was given a different generic name. The 
question was further complicated by the fact that 
both names had long before been employed for 
entirely different organisms. Since then some 
authors have held one invalid, some the other, and 
some have rejected both. 

As is too frequently the case, the systematist and 
the pathologist have tended to ignore one another’s 
work and viewpoint. Medical writers who almost 
exclusively have been concerned with the study of 
these organisms, and consequently the use of their 
names, have been very prone to choose these because 
of convenience and local custom rather than to 
recognize and adhere to the rules of nomenclature 
by which modern biologists are bound. On the other 
hand, botanists have overlooked or ignored—and 
they still do—names that have been used by medi- 
cal writers. It was to consider the matter from both 
viewpoints in an effort to determine the actually 
correct designation that the vicissitudes of nomen- 
clature undergone by this group have been reviewed. 
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The authors summarize their discussion briefly as 
follows: 

The source and present status of the various 
names that have been applied to the organisms of 
this group may be given as ‘“‘cladothrix Cohn”’ (1875). 
This name was used as generically more valid 
than “streptothrix Cohn” (1875) by Winter (1884) 
and other systematists, the distinction not being 
understood. The organism of actinomycosis was 
assigned to this genus informally by Bostroen, 
Baumgarten, and others, and formally by Migula 
(1895). Cladothrix Cohn is a different type 
es ae and the name is, therefore, not applic- 
able. 

Streptothrix Cohn (1875) non Corda (1839): This 
name was applied by Cohn to a true-branching or- 
ganism but placed in his classification as doubtfully 
synonymous with cladothrix. The resemblance 
to it of the fungus of actinomycosis in man was 
noted by Israel (1878). The name was adopted in 
1890 by Almquist and by Gasperini for non- 
pathogenic air organisms, and in 1891 it was adopted 
by Rossi-Doria for that of actinomycosis. . 

For a time this was probably the most widely 
used name for the group. At present it is frequently 
applied to the group minus the organism of actino- 
mycosis. It is unquestionably invalid in either 
connection because previously applied by Corda 
(1839) to an organism distinct from those under 
consideration. 

Actinomyces Harz (1877) non Actinomyces 
Meyen (1827): This name was applied by Harz to 
the fungus of lumpy jaw of cattle by Gasperini 

_(1894) to the entire group, replacing “streptothrix” 
and accepted in this application by Berestnew (1897), 
Lachner-Sandoval (1898), and others. It is now 
used by many writers, particularly the German and 
the American, as a valid name for the organism of 
actinomycosis only. It is seldom used in the more 
general sense. However, it is invalid because used in 
connection with an entirely different organism by 
Meyen (1827). 

Bacterium Ehrenberg (1830): Affanassiew (1888) 
is said for a time to have called the organism of 
actinomycosis ‘‘bacterium actinocladothrix.” This 
designation is manifestly inapplicable. 

Actinocladothrix Affanassiew and Schultz (1889): 
This was proposed as a generic name by Affanassiew 
and Schultz in 1889 for the organism of actino- 
mycosis. It did not receive the consideration to 
which it was certainly entitled, being of even date 
with the widely adopted “‘nocardia.”’ 

Micromyces Grueber (1891): This name was ap- 
plied by Gruber to an actinomyces-like organism 
that he called ‘‘M, hofmanni.”” This organism can- 
not be distinguished from the general group under 
consideration. 

Oospora Wallroth (1833): This was adopted by 
Sauvageau and Radais (1892), who concluded that 
the group belonged to Wallroth’s genus. Lehmann 
and Neumann (1896) adopted the same view, but 
later abandoned it, Lachner and Sandoval (1898) 


having shown that oospora wallroth is an organism 
entirely different from those under discussion. 

Sphaerotilus Kuetz (1883): This name was 
adopted by Engler for the group including clado- 
thrix (streptothrix) foersteri Cohn, with which he 
included actinomyces bovis Harz. This disposition 
was due doubtless to the misapprehension as to the 
distinction between cladothrix and streptothrix. 

Actinobacillus Ligniéres and Spitz (1902): This 
name was applied by Ligniéres and Spitz to a sup- 
posed subtype of this group. The distinction has 
not been recognized and by most authors the name 
is considered a synonym. 

Carteria Musgrave and Clegg (1908): The adop- 
tion of this new name (as “carterii”) was tenta- 
tively suggested by Musgrave and Clegg as possibly 
advantageous for the purpose of avoiding further 
controversy, although they did not definitely advo- 
cate such a highly informal procedure. 

Nocardia Trevisan (1889): This name was 
adopted by DeToni and Trevisan to cover the entire 
group. Blanchard used it for a time in its original 
application, and Wright (1894) adopted it for non- 
pathogenic strains only. As many other authors use 
it in one sense or another it has of late gained much 
prestige. Vuillemin, and Chambers and Chris- 
topherson have recently adopted it for the entire 
genus. Its validity has been denied on the grounds 
indicated in the discussion that follows: 

Discomyces Rivolta (1878): This name was 
definitely substituted by Rivolta for actinomyces, 
with the change of name of Bollinger’s fungus to 
“discomyces bovis.’’ It was practically ignored 
until Blanchard (1900) argued its priority over 
“nocardia.”” Subsequently Gedoelst, Brumpt, Man- 
son, Stitt, and for a time Castellani and Chalmers, 
adopted it. As indicated in this discussion the name 
is clearly valid over actinomyces and all subse- 
quent names. G. E. 


ROENTGENOLOGY AND RADIUM THERAPY 


Buchbinder, J. R.: A Simple and Accurate Tech- 
nique for Foreign-Body Localization. Illinois 
M. J., 1919, XXxvi, 19. 


The author advises the use of stereoradioscopy for 
locating embedded foreign bodies. In order to 
intensify the stereoscopic affect and aid in the 
localization, metal markers of different shapes are 
placed over various landmarks—the wound of 
entrance, for example. When feasible, a probe may 
be inserted into the wound. In pelvic localizations, 
a finger inserted into the rectum serves as an 
additional guide. 

The author has had very good results with this 
stereoradioscopic method. Many of the compasses, 
profundometers, and radioscopimeters which have 
been advocated, especially during the war, are 
very ingenious, and by their use the depth of the 
foreign bodies may be calculated accurately. The 
chief objections to them are that they do not 
give the operator a clear mental picture of the 
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-anatomical relations about the foreign bodies, they 
cannot be adapted to all types of cases, and they 
are cumbersome. R. B. Betrman. 


Péhu and Daguet: Clinical and Radioscopic 
Studies on the Immediate and Remote Se- 
quelz of Serofibrinous Pleurisies (Etudes clin- 
iques et radioscopiques sur les séquelles immédiates 
et lointaines des pleurésies sérofibrineuses). Rev. de 
méd., Par., 1919, XXXvi, 


The authors have had the opportunity to study a 
large number of soldiers suffering from pleurisy and 
in various stages of the disease. Clinical, radioscopic, 
and autopsy findings are reported. Systematic 
examinations were made of 272 patients who at 
some period, varying from one month to twenty 
years previously, had had serofibrinous pleurisy. 

Either immediately or a few weeks or even some 
years after the onset of the pleurisy, complications 
always involved the apex of the lung, the diaphragm, 
or the lung cavity, and on radioscopic examination 
it was quite easy to observe opaque patches which 
usually were localized in the apex. The diaphragmat- 
ic function was frequently disturbed. The pleura 
remained thickened for a long time after the 
absorption of the serofibrinous effusion. 

Both during the development and after the 
absorption of pleural effusions radioscopy is indis- 
pensable to complete the clinical exploration of the 
thorax. A series of such radioscopic examinations 
will furnish important data on both the anatomical 
and the functional conditions. 

The authors’ investigations have shown very 
clearly that more or less extensive chronic lesions 
of the serosa constantly follow in the wake of 
serofibrinous pleurisy. ‘They demonstrate further 
that if the radioscopic examination shows neither 
obscurity nor mechanical disturbances of the dia- 
phragm in the case of a patient who states that he 
has had pleurisy, it is very probable that the condi- 
tion was not accompanied by an effusion. 

There is a marked difference, however, in the pic- 
ture after spontaneous pleurisy and that obtained 
after a traumatic effusion. While spontaneous 
effusions almost always leave traces, traumatic 
effusions (hamo- or pyothorax) frequently do not. 

‘The authors describe the obscure patches which, 
more or less triangular in shape and occupying about 
two-thirds of the haemothorax, may be observed 
shortly after the cessation of serofibrinous pleurisy; 
also the distortions in the outline and the irregular 
movements of the diaphragm. 

Complete examinations were made of 123 patients 
who had had a pleural effusion. About half of these 
were examined between six weeks and three months 
after the termination of the acute phase, one-fourth 
between three and six months afterward, and the 
other fourth after from six months to twenty-five 
years. The radioscopic aspects in these cases are 


classified into four groups according to the results. 
In the first group 22 effusions had been punctured 
and 26 had not; in the second 19 had been punctured 
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and 13 had not; in the third group 8 had been punc- 
tured and 8 had not; and in the fourth group 19 had 
been punctured and 8 had not. Altogether, therefore, 
68 effusions had been punctured and 55 not evacuated. 

The percentages are shown collectively thus: 

Group t. Good results: 32.3 per cent punctured; 
47.2 per cent not punctured. 

Group 2. Fair results: 27.9 per cent punctured; 
23.6 per cent not punctured. 

Group 3. Poor results: 11.7 per cent punctured; 
14.5 per cent not punctured. 

Group 4. Very bad results: 27.9 per cent punc- 
tured; 14.5 per cent not punctured. 

The authors are therefore inclined to believe that 
the results obtained by puncture in serofibrinous 
pleurisies are not favorable. W. A. BRENNAN. 


HOSPITAL, MEDICOLEGAL, AND MEDICAL 
EDUCATION 


Extent of Medical Testimony. Hearn vs. Waterloo, 
Iowa Supreme Court, 169 N. W., p. 392. 


The Supreme Court of Iowa reviewed a personal- 
injury case in which a question as to the extent 
of medical testimony was decided. The attending 
physicians had testified as to their diagnosis from 
an examination of the plaintiff without the assist- 
ance of a roentgenogram. On cross-examination a 
roentgenogram was introduced which had been 
taken some time subsequent to the accident by 
someone else. The physicians testified that in their 
opinion their diagnosis was confirmed by this 
roentgenogram. 

The rule of Court is that the defendant is entitled 
to have the opinions of the witnesses confined to 
their own examination but the Reviewing Court 
held that if there was any error in admitting refer- 
ences to this X-ray picture it was non-prejudicial 
and not reversible. The amount of the verdict being 
quite moderate, however, it was held that its 

.moderation was strong evidence that the jury was 
undoubtedly uninfluenced by the evidence of which 
complaint was made. The testimony showed that 
the plaintiff suffered much, spent considerable time 
in a hospital, and had not fully recovered from the 
accident at the time of trial, approximately a year 
after the accident. J. A. CasTAGNINo. 


Expert Testimony—Cause of Injury. Med. Rec., 
I91Q, XCVi, 23. 

One of the most technical questions of a trial 
is the admission or exclusion of expert testimony. 
The general rule regarding admissibility of expert 
evidence is that when the questions issued before 
the jury are not within the ordinary common 
knowledge of the layman, expert testimony may be 
introduced to bring out such facts. However, many 
restrictions and limitations are placed upon the 
examining attorney... Probably the most important 
of these is that by his answers the witness must not 
invade the province of the jury. No witness, expert 
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or otherwise, may testify as to his conclusions re- 
garding the ultimate fact which is to be proven. 

Such a situation arose in the suit of Hoener vs. 
Koch for malpractice, in which the contention 
of the plaintiff was that the defendant was unskill- 
ful, the operation was unnecessary, and the diagnosis 
unscientific. On appeal, this question was brought 
up before the Illinois Supreme Court. The language 
of the Court in disposing of it was that while no 
comment would be made on the evidence in this 
case two errors had been noticed either of which was 
sufficient to reverse the judgment. Dr. Curtis, a 
witness offered by the defendant as an expert, hav- 
ing stated that he had heard the testimony, added: 
“T think that I can safely say that * * * in view of 
all the testimony I have heard I can see no positive 
evidence of malpractice.”’ To the Court it seemed 
apparent that the witness was allowed to decide 
the very question the jury was enpaneled to decide. 
The witness might have been asked if the treatment 
the plaintiff received was proper treatment, but 
as it was, all the jury had to do and all they did 
do was to enter as their verdict Dr. Curtis’ opinion. 
It was the opinion of the Court therefore that there 
was an error in allowing this testimony to go to the 
jury. The judgment in favor of the defendant was 
reversed. 

A much more recent case in which the reviewing 
tribunal passed upon a somewhat similar question 
was that of Budde vs. National Travellers Benefit 
Association reported in the 169 W. 766. This was 
an action on an insurance policy. The Reviewing 
Court held that physicians may testify that in their 
opmion a kink or a loop in the bowels re- 
sulted from external violence but it would be 
improper for experts to testify as to what actually 
caused the condition. The latter is the exact 
point which the jury was called upon to decide 
and not the subject of expert evidence. 

J. A. CASTAGNINO. 


Physician Contracting for Salary and Employer 
Fees. Sherrill vs. Union Lumber Co. (Texas) 207 
S.W.R. p. 149. 


In the case of Sherrill versus the Union Lumber 
Co. the Reviewing Court assumes a judgment in 
favor of the defendant which was sued by the 
plaintiff for monies claimed to be due him for ser- 
vices rendered to injured employes of the Company 
under the Workmen’s Compensation Act of the 
State. Testimony shows that the plaintiff, Dr. 
Sherrill, entered into a contract with the defendant 
company stating that he was to receive a salary 
for the services so rendered. It was stated in the 
contract that he was to receive a certain cash com- 
pensation for his services in treating the employes 
and that he was to have no claim against the insurer 
for such services under the Workmen’s Compensa- 
tion Act. The contract further stated that the 
Company might collect and retain such fees, a 
clause which the plaintiff contended was against 
the public policy. This the Reviewing Court de- 


clined to hold, stating also that even if the Court 
were wrong in its contention, the plaintiff was un- 
deniably a party to such agreement against public 
policy and was therefore pari delicto with the 
defendant in entering into the contract. Accord- 
ingly it would be unfair to allow the plaintiff to 
retain the rights of a part of the contract and re- 
pudiate that portion of it to which he objected. 
J. A. CASTAGNINO. 


Why a New Trial Was Denied in Malpractice Case. 
Campbell vs. Peters, 102 All. Rep., p. 881. 


The Supreme Court of.Maine had for considera- 
tion a malpractice case. The two questions raised 
on appeal by the defendant against whom a judg- 
ment was secured in the Trial Court were excessive- 
ness of damages awarded and absence of liability. 
The decision of the Reviewing Court stated among 
other things that, according to the well-established 
rules of law and inasmuch as the testimony was the 
usual conflict between medical men. and as the jury 
had returned a verdict in favor of the plaintiff, this 
verdict should not be disturbed. In regard to the 
question of the excessiveness of the verdict, the 
court stated in substance that when the constitution 
and laws of the state gave the parties a right of trial 
by jury, the Reviewing Court is not authorized to 
substitute its judgment for that of the jury on this 
question except when it is patent that the verdict 
of the jury is clearly shown to be the result of bias, 
prejudice, and undue influence. J. A. Casracnino. 


MILITARY SURGERY 


Depage, A.: General Considerations as to the 
ae of War Wounds. Ann. Surg., 1919, 
XIX, 575- 


Since January, 1915, at l’ Ambulance de |’Océan, 
débridement and épluchage with primary suture 
have been applied whenever the cases appeared 
favorable, and secondary suture has been done 
as soon as the surfaces of the wound seemed 
clinically to be aseptic. As there was no formal 
index as to the evolution of the microbian flora in 
a wound, it was not possible to build up a systematic 
method of procedure. Then came the important 
contribution of Carrel and Dakin. The author does 
not describe the preparation of Dakin’s solution 
but emphasizes the fact that the solution must be 
freshly prepared from day to day and that its re- 
action must be carefully tested. All preparations 
must be rejected which are not absolutely neutral. 

Beginning with the admission of the patient to 
the hospital, the preparation is as follows: 

1. The injured region is shaved and washed care- 
fully with a neutral solution of oleate of soda. 

2. Débridement and épluchage of the wound are 
practiced immediately thereafter, and Carrel tubes 
introduced to the bottom of the wound in such 
fashion as to permit the irrigation of the entire 
wound surface. 
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3. To the entire surroundings of the wound com- 
presses smeared with vaseline are applied to prevent 
irritation of the skin. The dressing consists of com- 
presses of absorbent material. 

4. After the return of the patient to bed, the 
Carrel tubes are connected up with a receptacle 
containing Dakin’s solution and irrigation is carried 
out every two hours. In redressing the wound it is 
necessary that the slightest concretions should be 
removed as these always hide colonies of microbes. 

By this method infected wounds are rendered 
sterile in from six to eight days. Osseous wounds 
are more difficult to sterilize, requiring treatment 
lasting from fifteen days toa month. It is necessary 
to remove all sequestra before sterilization can be 
obtained. Sometimes the wound is maintained 
sterile from the onset. 

The conclusions as to suture up to the present 
are as follows: 

Immediate suture is indicated in cases in which 
the clinical aspect of the wound after débridement 
and épluchage gives a guarantee of sufficient 
sterilization. This applies especially to wounds of 
joints and other serous cavities and to wounds of the 
cranium, face, hand, and foot in which the abun- 
dance of both blood and lymph supply warrants 
primary closure. 

Delayed primary or early secondary suture is 
indicated particularly for wounds of the soft tissues 
and some open fractures. It is done after bac- 
teriological tests. Grave accidents occur rarely in 
late primary suture. It may be done at any time 
from two to four days and does not necessitate 
refreshening the wound. 

Late or secondary suture is reserved for wounds 
which cannot be sutured during the first days on 
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account of too extensive destruction of tissue or 
because of the development of infection. 

The author then discusses wounds of the various 
organs. From his experience it seems that primary 
suture should not be done when the lesion is more 
than eight hours old, when it involves the muscular 
masses deeply, and when the tissues are much soiled 
and lacerated. If the wound is sterile at the be- 
ginning, this will be demonstrated by the microbic 
test and late primary suture may be done on the 
second, the third, or the fourth day. If infection 
— it is well that primary suture has not been 

one. 

In doing secondary sutures of soft tissues it is 
important to suture muscle aponeuroses in order to 
prevent hernia of the muscles. Immediate closure 
of a defect in the cranium is apt to be attended with 
danger of meningitis. In injuries of the chest it is 
necessary to close the wounds as soon as expedient in 
order to prevent permanent collapse of the lung. 
As this may not be possible on account of infection 
secondary suture must be used. In such cases the 
“tamponnement en. bouton de chemise” which 
makes certain the hermetic sealing of the cavity and 
at the same time permits drainage is of value. In 
wounds of the abdomen early intervention is 
necessary. The installation of advanced dressing 
stations 2 or 3 kilometers from the front reduced 
the mortality in abdominal wounds from 65 to 45 
per cent. 

The author dwells considerably upon the control 
of the infections of wounds by the bacteriological 
curve. When this curve comes down to zero, second- 
ary suture is always safe. When slides and cul- 
tures show infection, suture will almost invariably 
be followed by failure. GATEWOOD. 


GYNECOLOGY 


UTERUS 


W. M.: Complete Inversion of the Uterus. 
California State J. Med., 1919, xvii, 251. 

Lewis reports two cases of complete inversion of 
the uterus. In the first, the first and second stages 
of labor were short and normal. The third stage 
was slow, the patient being completely anesthetized 
with chloroform. While palpating the uterus the 
author felt it give way. This was followed by 
the appearance of the placenta and inversion of the 
uterus. There was no hemorrhage. The patient 
being completely relaxed, reposition was easily 
efiected. There was no shock and there had not 
been any effort to expel the placenta. The cord was 
of the usual length. No traction had been made 
upon it. 

In the second case, the labor had been long 
and was terminated by forceps in the second stage. 
A living child was easily delivered and the placenta 
promptly followed. In a few minutes the patient 
became conscious and complained of uterine pain. 
Inspection revealed the fact that the uterus was 
inverted. Reposition was effected easily with 
the aid of ether anesthesia. There was no he- 
morrhage but the shock was profound. The 
patient has had a subsequent labor without any 
difficulty. W. F. Hewirr. 


Moore, G. A.: Tuberculosis of the Cervix Uteri; 
with Report of a Case. Surg., Gynec., & Obst., 
1919, Xxix, I. 

The chief reason for the apparent general lack of 
interest in this subject is the invulnerability of the 
cervix to invasion by the tubercle bacilli. Primary 
tuberculosis of the cervix is an extremely rare 
disease. Probably not more than 15 or 20 cases have 
been reported. 

Of the secondary tuberculous infections of the 
cervix, probably about 150 cases have been reported. 
These represent only a small percentage as un- 
doubtedly many have not been suspected or have 
been diagnosed as cancer, syphilis, etc. 

Comparing the figures of Veyrat, Eden and Lock- 
yer, and Williams, tuberculosis of the cervix occurs 
in about one-sixth or one-fifth of 1 per cent of all 
cases of pulmonary tuberculosis in women. The 
portal of entry of the bacilli still offers a wide field 
for study. In genital affections the bacilli are 
probably carried by the blood-stream more often 
than by any other route. 

The next most common route of infection is by 
direct extension of a tuberculous process from the 
tubes, ovaries, or uterus, or by secretions from these 
organs passing over the cervical mucosa. The most 
frequent method by which bacilli are brought in 


contact with the female genitalia from external 
sources is by coitus. 

The varieties of cervical tuberculosis are classified 
according to their anatomic and microscopic forms 
as follows: (1) miliary, (2) interstitial, (3) vegetat- 
ing, (4) ulcerating, (s) catarrhal form of Schutt, 
and (6) inflammatory form of Cotté. The last two 
are rare. ‘ 

Clinically the diagnosis is in all cases difficult. 
All types and stages of the disease resemble car- 
cinoma. Tuberculosis occurs most frequently, how- 
ever, during the period of sexual activity, while 
cancer occurs as a rule in persons who are past 
middle life. 

The appearance of the discharge is important. In 
the early stages it is glairy mucus, later becoming 
frank pus or streaked with blood, especially after 
coitus or examination. This differs markedly from 
the blood-stained serum of carcinoma. The pain 
is slight and indefinite. 

The case reported was as follows: The patient, 
aged 27, came for examination only on account of 
hemorrhage. Her history was negative. The cervix 
was moderately large, soft, and patulous. The os 
admitted the examining finger. About the os, 
especially on the posterior side, a nodular roughness 
was felt. The examining finger was slightly stained 
with blood. On examination with a speculum an 
area 1% inch in width, bright red in color, and con- 
taining a small ulcer on the posterior side was found 
about the os. In the wall of the visible portion of 
the canal were a few small grayish and yellow 
nodules or large papules. The uterus was normal 
in size and freely movable. The adnexa and urine 
were also normal. 

Examination of specimens from the cervix showed 
tuberculosis. The frequency of tubal involvement 
in all genital tuberculosis influenced the decision 
in favor of panhysterectomy. Microscopic exam- 
ination of the uterus and appendages showed 
tuberculosis of the tubes, the fundus of the uterus, 
and the cervix. The process was oldest in the 
tubes where there was caseation in addition to giant- 
cell formation and an accumulation of many en- 
dothelial cells. In the uterus and cervix, the process 
was limited to the mucosa and consisted of the 
formation of fairly numerous miliary tubercles. 
The underlying muscle tissue was not involved in 
the slightest. 

The patient: was last seen Oct. 18, 1917. Her 
health was excellent, but she complained of a very 
foul leucorrhoea. Abdominal examination was 
negative. Vaginal examination revealed considerable 
induration of the vault of the vagina but no ulcera- 
tion. Apparently there was a recurrence of the 
tuberculous process. Epwarp L. CorneELt. 
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Stein, A.: The End-Results in More than One 
Hundred Operations for Uterine Myoma; 
Operation Versus Roentgen-Ray Treatment. 
J. Am. M. Ass., 1919, \xxiii, 95. 


The author does not deem the roentgen-ray 
treatment of uterine myomata a safe procedure 
for the following reasons: 

1. It is impossible to determine whether the 
growth to be dealt with is a benign or a malignant 
tumor. 

2. His statistics show that about 50 per cent 
of all cases of myoma are complicated by pus tubes, 
hydrosalpinx, hamatosalpinx, acute or subacute 
appendicitis, ectopic pregnancy, etc. 

3. In young women who have not reached the 
menopause, the roentgen-ray is almost certain to 
destroy the function of the ovaries and result in a 
premature menopause. 

4. The continued application of the roentgen- 
ray is apt to have a deleterious effect upon the in- 
testinal mucosa. 

5. His experience has demonstrated surgical 
treatment to be the safest (with a mortality of 
only 3.5 per cent), the quickest, and most reliable 
method. Epwarp L. CorneELL. 


Ribas y Ribas: The Treatment of Uterine Cancer 
Tratamiento del cancer del utero).. Rev. espan. de 
cirug., 1919, i, 317- 

The author summarizes his paper as follows: 

1. Uterine cancer when treated early is curable. 
The removal of all causes of chronic irritation and 
the extirpation of precancerous lesions will diminish 
the frequency of the condition. 

2. Curative treatment depends upon early 
diagnosis. It is urgent, therefore, to extend popular 
knowledge. Women ought to know that every dis- 
charge from the genital organs should be investigated. 
An opportune examination may save life. Early 
diagnosis and the most radical and early surgery 
are imperative in the treatment of uterine cancer. 

3. The clinic ought to profit from the modern 
biological study of cancer. The biology of the 
malignant cell and of the disturbances of cellular 
metabolism give the key to the success or failure of 
treatment. 

4. Radiotherapy and roentgenotherapy have 
acquired great importance, but further proof is 
required regarding the efficacy of these methods. 

5. Experience has demonstrated that the results 
obtained from radium after curettement and dis- 
infection of the neoplasm are: (1) excellent and dur- 
able in incipient cancer of the body of the uterus; (2) 
good, but only temporary, in extensive cancer of 
the corpus; (3) surprising and rapid in cancer of 
the cervix and in some cases permanent; (4) fair 
or poor in the atrophic and sclerosing types. 

6. Cervical cancers cannot be regarded as cured 
even after a smooth and solid healing has been ob- 
tained as many cases after remaining cured for 
even a year or more show infiltration of the para- 
metrium. 
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7. Radium applied in the uterus or in the vagina 
does not act upon parametrium infiltrations, nor 
is the action of the X-rays any greater. The author 
has not seen a single case of permanent cure of 
cancer effected by these means. 

8. In uterine cancer benefit is obtained only by 
constant treatment. 

g. The action of radium is not innocuous. The 
same dosage continued for the same length of time 
is not applicable to all forms of cancer. Owing to 
resorption the products of cellular autolysis rapidly 
provoked may be disastrous to patients with 
deficient emunctory power. 

10. Recent biological methods—serotherapy, vac- 
cine therapy, chemotherapy—do not yet warrant 
definite conclusions. 

11. The author always employs radium and the 
X-rays either singly or combined: after every 
surgical operation, applying them either in the 
interior of the uterus or in the pelvis. Radium may 
convert inoperable cases into operable cases. The 
exclusive use of radium or of radium with the 
X-rays he reserves for cases in which operation is 
not accepted or is contra-indicated. 

W. A. BRENNAN. 


Jayle, F., and Halperine, I.: Cancer of the Corpus 
of the Uterus of Placentary Origin; Chorio- 
Epithelioma (Le cancer du corps de lutérus 
d’origine placentaire; chorio-épithelioma). Presse 
méd., Par., 1919, Xxvii, 381. 

During the period of genital activity the mucosa 
of the corpus of the uterus is practically immune 
to cancerous degeneration although the cervical 
mucosa is frequently attacked. After the meno- 
pause this immunity disappears. On the other hand, 
a particular variety of cancer of special origin may 
develop in the uterine corpus. This variety is not 
autochthonous like ordinary cancer and does not 
originate in the mucosa; it is a grafted cancer 
originating in the elements of implantation of the 
fecundated ovum and following pregnancy, most 
frequently a pregnancy of irregular type (molar 
pregnancy). ‘This cancer has borne a variety of 
names, varying from the ‘malignant metastatic 
deciduoma”’ of Sanger (1888) to the present 
appellation “cancer of the corpus of the uterus of 
placentary origin,’ which the authors propose as 
the most fitting. 

Uterine cancer of placentary origin has a special 
clinical development dominated by two symptoms: 
(1) cataclysmic hemorrhages, and (2) numerous 
metastases. The study of the placenta, especially 
the chorionic villi, and of histologic sections of the 
tumor explains this particular symptomatology. 

In the normal state the chorionic villi are endowed 
with a remarkable power of penetration and de- 
struction. After the expulsion of the placenta the 
débris of the villi disappears, but if for some reason, 
which is still unknown, the villi continued to live, 
their proliferation is not stopped and a tumor 
is the result. 
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The authors discuss in detail the histologic aspects 
of the chorionic villi and illustrate their remarks by a 
number of plates. Vascular invasion by the neo- 
plastic process is typical and always observed in the 
sections. The presence of vascular thrombi is also a 
histologic character of such tumors. This vascular 
invasion and destruction is the most striking 
characteristic, but is not generalized if the tumor is 
removed early. 

In a case reported, that of a woman 35 years of 
age, a primipara whose most striking symptoms 
were cataclysmic hemorrhages, a hysterectomy was 
performed about five weeks after the onset of the 
symptoms. Sections from the removed uterus 
showed the intravascular vegetations clearly. In 
this case the authors believe it must be admitted 
either that the thrombus had not yet become free or 
that it was destroyed by phagocytes as happens when 
a thrombus arises from the normal placenta of a 
normal pregnancy. They prefer the latter explana- 
tion. 

The cause of the degeneration of the chorionic villi 
is still unknown. It is surmised that it is to be 
found in heredity and that a clue is given by the 
patient’s history of syphilis. W. A. BRENNAN. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Carstens, J. H.: The Desirability of Preventing 
Sterilization in Young Women When Operating 
for Tuberculous Peritonitis. J. Am. M. Ass., 
1919, lxxiii, 23. 

After considerable experience with abdominal 
operations, the author found that tuberculous perit- 
onitis is usually cured by a cceliotomy. The simple 
opening of the abdomen without doing anything 
else, without removing anything, end without 
irrigation, has sometimes resulted in a cure. 

It has become a custom with some surgeons when 
operating for tuberculous peritonitis to remove the 
tubes whether there is mixed infection or not, simply 
to close an avenue for the entrance of tubercle bacilti 
which were supposed to be poured out from the 
tubercles in the peritoneal cavity. The author has 
protested against this practice for many years 
because the tubercles in the peritoneum are all 
absorbed in the course of time and it is his belief 
that those on the tubes and uterus will also be 
absorbed. 

It has been asserted that in operating for ap- 
pendicitis it is often found that the trouble is of 
tuberculous origin. In that case the author always 
removes the appendix and would also remove the 
tubes if the nidus of the disease seemed to be there. 
He removes the appendix in all these cases because 
it is dangerous to leave it behind. As the result of 
the tuberculous infection, adhesions, twisting, and 
kinking of the appendix often occur which in the fu- 
ture would beapt to cause an acute inflammation even 
after all tuberculous deposits had disappeared. In 
the case of the tubes this danger does not exist. The 
patients are nearly all young women, perhaps un- 


385 


married, or married only a short time, and to remove 

the tubes and thus deprive them of the opportunity 

of motherhood, he considers a bad practice. 
Epwarp CoRNELL. 


Ries, E.: Alternating Periodic Ovarian Swellings. 
J. Am. M. Ass., 1919, \xxiii, 100. 


There are four types of cases which may be 
properly considered under this head. 

1. The vanishing tumor. On examination, a 
cystic tumor the size of a hen’s egg or larger is 
found at the side of the uterus. The patient may 
have had some irregularity of menstruation and 
some pain. At operation one ovary shows a rup- 
tured cyst, the thin walls of which on examination 
prove to be those of a cyst of the corpus luteum 
with more or less of a lutein layer in its walls. 

2. The false extra-uterine pregnancy. A patient 
with irregularity of menstruation, at times exactly 
of the type which occurs in extra-uterine preg- 
nancy, presents a soft, cystic tumor at the side of 
the uterus. At operation, instead of an extra- 
uterine pregnancy, a cyst of the corpus luteum in 
one or both ovaries is discovered, usually with a 
thick lutein cell layer and often associated with 
the presence of chocolate-colored hemorrhagic con- 
tents in one or both ovaries. With the removal of 
the cyst or cysts all symptoms promptly cease. 

3. The tumor which disturbs the peace of the 
community. The patient consults Dr. A. in regard 
to certain pains in the abdomen, with or without 
much menstrual disturbance. The physician tells 
her she has an ovarian cyst on the right side and 
should have it operated upon. After a few days 
the patient consults Dr. B. for confirmation of the 
diagnosis. He examines her and assures her that 
there is no tumor at all. The patient is now thor- 
oughly disturbed and seeks the advice of a third 
physician, Dr. C. He examines her and tells her 
that she has an ovarian cyst; that it is not, however, 
on the right side, but on the left side. The amount 
of ill feeling created between practitioners them- 
selves and their patients by such an occurrence 
may be readily imagined. In a case of this kind 
three years ago the author advised the patient not 
to have an operation for the time being and she is 
alive and well. 

4. Alternating periodic ovarian swellings. 

Epwarp L. CorNnELL. 


Heineck, A. P.: Herniz of the Ovary, of the Fal- 
lopian Tube, and of the Ovary and Fallopian 
Tube. Med. Times, 19109, xlvii, 161. 


The fallopian tube, the ovary, or the tube and 
ovary; in part or in their entirety, may be herniated. 
The degree may vary from a complete descent of 
the tube, ovary, or tube and ovary, into a hernial 
sac, toa condition in which the herniated viscus or 
viscera lie just outside the abdominal ring. The 
herniated organ or organs may be normal or present 
degenerative changes of an atrophic, inflammatory, 
or neoplastic character. 
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Hernie of the uterine adnexa are often over- 
looked and not uncommonly misdiagnosed. They 
may therefore be subjected to injudicious treatment, 
harmful alike to the patient’s general well-being and 
her reproductive capacity. 

The herniated tube, ovary, or tube and ovary 
may be the sole content of a hernial sac or there 
may be present as associated hernial contents one 
or two or more of the following structures or organs: 
Meckel’s diverticulum, appendix vermiformis, omen- 
tum, urinary bladder, small or large intestine, 
rudimentary or fully developed uterus. 

Tubal, ovarian, and tubo-ovarian hernie are 
congenital or acquired, unilateral or bilateral. If in 
the female an inguinal hernia first appears late in 
life, it is difficult to state with absolute accuracy 
that an incompletely obliterated canal of Nuck did 
not predispose to its occurrence. Such hernia may 
exist alone or may be associated with one or more 
others of similar or dissimilar anatomical type and 
of similar or dissimilar clinical characteristics. 

In a small proportion of cases the hernie co- 
exist with malformations, underdevelopment, or 
absence of other internal or external genitalia. 

In a woman with a herniated tube, a herniated 
ovary, or a herniated tube and ovary, pathologic 
states of other internal genitalia or of some external 
genitalia may be present—vaginitis, ovarian cystoma, 
uterine fibroid, uterine prolapse or_other uterine 
displacements, etc. 

Tubal, ovarian or tubo-ovarian hernie may co- 
exist also with pathologic states of organs other than 
the internal or external genitalia—chronic hydro- 
cephalus, multiple stenosis of the intestines, hydro- 
nephrosis, etc.—which do not have any relation of 
cause or effect to the hernia. 

Congenital or acquired herniz of the tube, ovary, 
or tube and ovary, may become manifest at any 
period of life. Such hernie have been observed in 
nullipare, primipare, and multipare. 

Tubal, ovarian, and tubo-ovarian inguinal hernize 
are recent, old, and recurrent, direct, interstitial, or 
intraparietal, indirect or oblique. If indirect or 
oblique, they are either complete or incomplete. A 
few sliding herniz are on record. 

All the bilateral tubal, ovarian, or tubo-ovarian 
herniz recorded in medical literature of the last 
twenty years were of the inguinal variety, while all 
‘the femoral tubal, ovarian, or tubo-ovarian hernize 
were of the acquired type and appeared in ad- 
vanced adult life. In the absence of anomalies 
of the non-herniated internal genitalia or the ex- 
ternal genitalia, hernie of the uterine appendages do 
not prevent conception, interfere with 'gestation, or 
unfavorably influence parturition if the herniated 
adnexa are normally developed, free from disease, 
and reducible. Pregnancy may occur previous to, 
during, and subsequent to, the existence of hernize 
of this nature. 

The etiology of hernie of the uterine appen- 
dages is that of hernia in general. 

Truss treatment for hernia of the uterine appen- 
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dages is not curative and is often productive of dis- 
comfort. Not infrequently it interferes with the 
nutrition and development of the herniated tube 
or ovary. 

After the second year of life, spontaneous cure of 
hernia of the uterine adnexa is rare and can occur 
only if the hernial contents are easily reduced and 
easily kept reduced. 

All adnexal herniz, irrespective of the patient ’s age 
and of their anatomical site and size, should be 
subjected to an operation for radical cure: (1) if the 
hernia is irreducible; (2) if the hernia is strangula- 
ted; (3) if the pedicle is twisted. 

After the age of 2 years an operation should be 
performed (1) if the hernia is bilateral; (2) if other 


‘hernia co-exist; (3) when the hernia cannot be 


painlessly, completely, and permanently reduced; 
(4) if organs other than the uterine appendages are 
also present in the same hernial sac; (5) if the wear- 
ing of a hernial ring truss causes pain or aggravates 
the symptoms; and (6) if the patient has to be 
subjected to ether, chloroform, or other general 
surgical anesthesia for the performance of some 
other operation, in which case advantage can be 
taken of the opportunity to perform an operation 
also for the radical cure of the hernia. 

It is unwise to sacrifice a normal herniated tube 
or ovary. Epwarp L. CornELL. 


MISCELLANEOUS 


Echols, C. M.: Common Gynecologic Errors. Wis- 
consin M. J., 1919, xviii, 5. 

The following procedures and practices are dis- 
cussed at length and condemned: 

1. Routine curettage after spontaneous abortion, 
irrespective of definite indications. 

2. Too early operation upon vesicovaginal fistule 
after confinement. 

3. Operations to cure sterility in women without 
adequate investigation to determine its cause. 

4. Failure to palpate the gall-bladder in routine 
laparotomies for chronic conditions. 

5. The assumption that a woman has not had 
gonorrhoea because there is no definite history of 
an acute attack. 

6. Mistaking tubal pregnancy for threatened or 
incomplete abortion. 

7. Examining patient for cystocele and prolapsus 
uteri without having her stand upright during at 
least a part of the examination. 

8. Hysterectomy for prolapsus uteri (atrophic 
uterus) in older women. 

9. Routine operations for simple retroversion of 
the uterus. 

10. Failure to suspect and investigate for malig- 
nancy during irregular bleeding near the menopause. 

11. The readiness of some surgeons to resort to 
cesarean section without legitimate indications. 

12. Too many hysterectomies and not a sufficient 
number of myomectomies for fibroid tumors in, 
women under 35 years of age. 


GYNECOLOGY 


Child, C. G., Jr.: Co-existent Diseases of the A 
pendix and Pelvic Organs in the F ie. 
Am. J. Obst., 1919, Ixxx, 31. 


Disease of the pelvic organs in the female is an 
important exciting cause of appendicitis, and to a 
lesser extent the appendix may be a cause of adnexal 
disease on the right side. 

In by far the greater number of cases of co- 
existent pelvic disease and appendicitis the primary 
source of infection is in the pelvis. 

Involvement of the appendix is nearly four times 
more frequent in adnexal disease on the right than 
on the left side. 

As the possibility of an involved appendix should 
always be borne in mind when operating upon dis- 
eased adnexa, so also should the possibility of 
diseased adnexa be remembered when operating 
upon the appendix. 

An appendix may be macroscopically patho- 
logic yet not microscopically diseased, and vice 
versa, and should always be removed, if possible, 
when the abdomen is opened. 

Appendicitis in the female is associated so fre- 
quently with pelvic disease that it should always 
be considered as a gynecological condition. 

Epwarp L. CornELL. 


Hopkins, A. H.: Climacteric Hypertension: a 
Study of High Blood-Pressure During and 


Following the Menopause. Am. J. M. Sc., 1919, ° 


clvii, 826. 


The author refers to several investigators who have 
suggested that hypertension is not always a result 
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of arteriosclerosis or nephritis but may be a primary 
factor in bringing about the former or the result of 
such conditions as over-eating, the presence of pus 
pockets at the roots of teeth, etc. 

He cites a series of 51 cases of hypertension which 
came under his own observation and in which the 
condition occurred in women at the time of, or follow- 
ing, the menopause. In most of these cases the women 
belonged to the upper strata of society and were 
high strung, energetic, robust, and well fed, some even 
inclining to obesity. He suggests that these cases 
might be styled ‘‘endocrinal hypertension” and 
believes they are examples of the only true “‘benign”’. 
hypertension. As evidence that they are unlike cases 
of high blood-pressure in men of middle age or past, 
or in women with causative factors in their past 
medical histories, he reports that in these instances 
there was little retinal sclerosis except in advanced 
stages of the disease, that anemia was present only 
exceptionally, and in the renal functional tests there 
were only slight traces of albumin, few casts, and 
practically no impairment of phthalein elimination. 

The author reviews the parts played by the various 
endocrine organs concerned and their dependence 
upon one another in keeping the body in normal condi- 
tion during the years of sexual potency. In explana- 
tion of his term “ endocrinal hypertension” as applied 
to the 51 cases reported he says that they are due to 
the withdrawal “‘of at least a part of the secretion of 
the ovary” at the time of the menopause, with the 
addition of emotional disturbances, often profound, 
which leave “the adrenals, hypophysis, and thyroid 
out of balance.” C. M. GRUBER. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Davis, E. P. The Nourishment of the Pregnant 
Woman. Am. J. Obst., 1919, |xxx, 23. 


Undoubtedly the appetite of the absolutely 
healthy woman is quickened by pregnancy. Vomit- 
ing must be considered as pathologic and unnatural; 
also abnormal cravings for acids and highly spiced 
and strongly flavored foods. 

To what extent should meat be used as proteid 
food by the pregnant woman? Unquestionably 
excess in this matter produces a large, overgrown, 
and unduly hard foetal skeleton. A fair average may 
be obtained if the so-called “red meats” are eaten 
but once or twice weekly and the proteid obtained 
in other forms. 

Eggs are usually well digested during pregnancy 
but often are considered as among the very light 
and unimportant articles of food. In permitting 
a pregnant woman to eat eggs it must be remembered 


that they are highly nitrogenous and nutritious. 


Proteid contained in fish of all sorts seems often 
to be better assimilated than that of animal flesh. 
The fact that proteid matter cf great value is con- 
tained in vegetables is often overlooked. 

It is interesting to observe that the patient who 
has been digesting proteid material badly during 
the early stages of pregnancy will do much better 
as the pregnancy approaches its termination. Often 
the approach of labor may be predicted from the 
improvement in nitrogenous metabolism. 

It is customary to advise the pregnant woman 
to eat cereal foodsand bread and butter in abundance, 
but often the fact is forgotten that in addition to 
these substances a considerable quantity of , the 
proteids of fat may be taken and the combination 
may prove disastrous. 

Especially valuable in pregnancy are the earthy 
salts and acids contained in vegetables and fruits. 
When indigestion is annoying and persistent, the 
juice of the fresh lime and that of the pineapple are 
of special value. 

In determining the diet of pregnant women the 
very important part played by water must not be 
forgotten. When metabolism is deficient, however, 
water should not be drunk in such excess that the 
the kidneys are overcome. A pregnant woman can 
better dispense with coffee than with tea and is 
well off without either. Excessive amounts of tea 
tend to produce constipation and an obstinate form 
of intestinal catarrh. Alcohol as a food substance 
is not needéd by the healthy pregnant woman. The 
use of malt extracts during pregnancy is rarely 
recommended. 

Economic conditions are a most important factor 
in determining the nutrition of the pregnant woman. 


If she is to be well nourished conditions must be 
such that she can be given pure food properly 
prepared. 

The vexed question of obtaining servants and 
help for the pregnant woman in procuring and 
preparing her food should be met by municipal aid. 
This should include the establishment of a market 
house or a market on the curb where food of good 
quality can be procured at moderate price. If through 
weakness or ignorance the patient is unable to 
prepare her food properly, a community kitchen 
to which she may send it for preparation or from 
which she may obtain it properly cooked would 
be of practical value. Epwarp L, CorNeELL. 


La Torre, F.: Intra-Uterine Death of the Foetus 
(La morte intra-uterine del feto). Clin. ostet., 1919, 
xxi, 93. 

In his discussion of the intra-uterine death of 
the foetus, the author considers the causes, the 
diagnosis, the prognosis, and the treatment. 

The diagnosis depends upon: (1) signs arising 
from palpation; (2) signs perceived by means of 
auscultation; (3) signs perceptible from vaginal 
examination. Reviewing all such evidence La 
Torre concludes that there is no one sign which of 
itself indicates foetal death positively but that when 
they are all taken together such signs may be con- 
sidered as definite. Only two signs are of any abso- 
lute value as indicating life, i. e., active movements 
of the foetus and the presence of a double cardiac 
beat. If either or both have been demonstrated, 
but are not recorded for some time, it is a certain 
indication of foetal death. 

With regard to intra-uterine retention of a dead 
foetus the author states that it is generally agreed that _ 
a dead foetus may be retained for nine months as if 
the pregnancy had not been interrupted but had 
continued to develop. A number of cases are cited 
from the literature in which a dead foetus was car- ‘ 
ried in the uterus for periods varying from several 
months to even a few years after the foetal death, 
and also cases in which it had never been expelled. 
This leads the author to the discussion of maceration, 
mummification, etc., and their effects upon the 
mother. 

Under the heading of treatment, La Torre con- 
siders principally what has been called “habitual 
death” of the foetus, an occurrence which may be 
considered as due to syphilis of the progenitors. The 
treatment in such cases should consist in anti- 
syphilitic treatment of the parents. 

When premature still-births are habitual within 
a short time before term La Torre advises pro- 
voking labor a few weeks before the spontaneous 
birth of a dead foetus is expected. 
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Other cases of premature still-births may be 
traced to alcoholism and other intoxications of the 
parents as well as to lacerations of the cervix and 
endometritis. The interruption of pregnancy in 
such cases may be obviated by suitable specific 
treatment. La Torre has reported cases in which 
amputations of the cervix or trachelorrhaphy 
caused the cessation of premature interruption of 
pregnancy. W. A. BRENNAN. 


Appleton, P.: Premature Separation of the Pla- 
centa. Boston M. & S.J., 1919, clxxx, 718. 


After defining premature separation of the placenta 
and giving some statistics showing that this condition 
occurs more frequently than has been taught hereto- 
fore, Appleton discusses the etiology in detail. He 
does not consider constitutional diseases of much 
consequence as predisposing causes, but disease of the 
placenta itself is nearly always present. The direct 
causes he lists are trauma, shortness of the cord, and 
rapid evacuation of the fluid in hydramnios. 

A careful description is given of the types of pre- 
mature separation and the clinical course, with a dis- 
cussion of the signs and symptoms upon which the 
diagnosis may be based. 

Since the prognosis is always grave for the child and 
very serious for the mother, it is recommended that 
the uterus be emptied as rapidly as possible under 
the circumstances, and especially that adequate help 
be at hand (preferably a competent consultant), 
since in the event of the delivery of a living child, the 
latter will need immediate attention as well as the 
mother. F. H. Harms. 


Heaney, N. S.: An Analysis of the Signs and 
Symptoms of Early Ectopic Pregnancy. Am. 
J. Obst., 1919, Ixxx, 17. 

More attention should be given the early cases 
of unruptured ectopic pregnancy. In most text- 
books now used so much emphasis is placed upon 
advanced and critical cases that the student does 
not suspect ectopic pregnancy except in the unusual 
or exaggerated case. Unless a woman is in imminent 
danger of losing her life the possibility of ectopic 
pregnancy is very apt not to be considered. 

To emphasize the severity of the pain as the signifi- 
cant feature is like dwelling upon the emaciation 
in cancer of the uterus. To await it in an otherwise 
clear case is to court disaster. Every patient present- 
ing herself with the suspicious symptoms of a 
threatened, imminent, or incomplete abortion 
should be examined with the possibility in mind that 
the condition may be ectopic pregnancy, more 
especially if the cramps are located in the side of the 
pelvis instead of over the uterus. 

Another point which is over-emphasized is the 
passage of a cast of the uterus or of smaller portions 
of the decidua. 

Great care is taken to teach that the uterus en- 
larges in ectopic pregnancy. Taking cases as they 


come, operation reveals some enlargement of the 


uterus in a considerable percentage but a large 


number show no appreciable increase in size and 
indeed frequently the uterus is smaller than normal 
since when the uterus and tubes are undeveloped 
pregnancy is especially apt to be ectopic if it occurs 
at all. 

Extra-uterine pregnancy is said to produce an 
enlargement of the appendages which may be felt 
at the side of the uterus. Such an enlargement may 
be found if the pregnancy has existed long enough 
to produce palpable swelling, but frequently rupture 
occurs before that time. ,The failure to palpate a 
supposed gestation sac in a case of shock and pain 
should deter us from operating upon an otherwise 
clear case of ectopic pregnancy. 

The symptoms of a ruptured tube are also too 
encyclopedically portrayed. The evidence of rup- 
ture is given as extreme pain of a tearing or stabbing 
character, followed by shock, pallor, cold sweat, 
weakness, nervousness, increased pulse rate, in- 
creased respiration, falling of the haemoglobin and 
red-cell count, air hunger, dullness of the flanks, 
and distention of the abdomen. 

Not sufficient émphasis is placed upon the fact 
that the severity of the symptoms depends upon 
the amount of blood lost, not merely upon the 
rupture of the tube. If only small vessels have been 
torn, or if the tear is incomplete, the patient will 
have sudden pain, not necessarily prostrating, fol- 
lowed perhaps by some nausea and weakness. 

The condition of any woman of obstetrical age 
who is seized with an abdominal pain of severity 
followed by shock or syncope, even if transient, 
must be regarded as possibly. due to ectopic preg- 
nancy until proved otherwise. 

A leukocytosis with a normal or subnormal tem- 
perature should lead to the diagnosis of probable 
ruptured ectopic pregnancy when there has been 
severe abdominal pain followed by nausea and per- 
haps vomiting. 

The author advocates wider teaching regarding 
the advisability of exploratory vaginal incision in 
doubtful cases. If a case is sufficiently suspicious 
to be in a hospital it is sufficiently suspicious to 
warrant a definite decision as to whether an ectopic 
pregnancy is present or not. In this class of cases 
a decision can be easily reached by vaginal incision. 
If there is no ectopic pregnancy the danger to 
the patient is slight and is compensated by the 
accuracy of diagnosis. Epwarp L. Cornet. 


Rawls, R. M.: Report of a Case of Full-Term Ectop- 
ic Pregnancy. Am. J. Obst., 1919, xxx, 53. 


The patient, aged 19, was operated upon and a 
macerated female infant weighing 9!4 pounds was- 
delivered. There were all the signs of maturity and 
no caput succedaneum. The placenta showed two 
portions, one of which measured 15 centimeters in 
diameter and about 3 centimeters in thickness. 
The maternal side showed a very short, thick 
pedicle which was apparently composed of muscu- 
lature. This thicker portion of the placenta went 
over into a thin, disc-like structure measuring 18 
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by 12 centimeters and about 1 centimeter in thick- 
ness. The maternal part of the latter was smooth. 
The membranes were attached to the placenta. 
The umbilical cord showed serohemorrhagic im- 
bibition. 

Microscopically sections from the pedicle showed 
an oedematous smooth musculature. Other sections 
showed placental tissue, some of it attached to, thin 
strands of smooth musculature, probably tubal. 
No sections showed mucosa, and there was no 
evidence of uterine musculature. Most of the 
placental villi were macerated, and many de- 
generated. 

The section of the infant showed a seroham- 
orrhagic transudate in the abdominal, the pleural, 
and the pericardial cavities. ‘The cheeks and eye- 
lids showed marked anasarca. ‘The brain itself was 
macerated and extremely soft. There were no 
anomalies in the internal organs. 

Epwarp L, CorNeELL. 


De Lee, J. B.: The Newer Methods of Caesarean 
Section; Report of Forty Cases. J. Am. M. Ass., 
1919, Ixxiii, 91. 

The classic casarean section has come to be one 
of the safest of laparotomies and is widely prac- 
ticed. Undoubtedly, however, it is too widely 
practiced, the trust in its general safety being too 
great. 

Accoucheurs of experience know that cesarean 
section is not so safe. There is an unavoidable 
mortality which increases with: (1) the length of 
labor; about 1 per cent every two hours; (2) the 
number of vaginal examinations made or operations 
attempted; (3) the rupture of the membranes; 
and (4) the lack of skill of the operator. Further- 
more, there are certain women who carry infection 
in the vagina—harmless there, but fatal if brought 
onto the peritoneum. ; 

In infected, or possibly infected, cases of ob- 
structed labor, craniotomy is the only alternative 
since pubiotomy is too dangerous. It was to reduce 
the necessity of this horrible operation that the newer 
methods of cawsarean section have been developed. 

Attempts to improve the classic cesarean section, 
to make it adaptable to the neglected cases failed 
until 1906 when Frank, of Bonn, disinterred the old 
extraperitoneal methods. 

Today there are about twenty different procedures 
which may be divided into two classes: first, the 
transperitoneal, or perperitoneal, and second, the 
extraperitoneal. Among the transperitoneal casa- 
rean sections, that devised by Kroenig and modified 
by Gellhorn of St. Louis seems to be the most 
advantageous and is used in cases in which in- 
fection is suspected. 

No one of experience will contest the statement 
that at the present time 2 per cent of patients under- 
going a clean, non-toxic cesarean section die. Does 
the cervical cesarean section reduce this mor- 
tality? 

The author and his assistants operated in 46 


cases without any foctal or maternal deaths. Theo- 
retically and practically there are many reasons 
why the results were so successful. The incision 
was made in the lower part of the uterus, the cervix, 
which it is well known resists infection. The same 
may be said of the lower abdomen which resists 
infection better than the upper; hence, the value 
of the Fowler position in cesarean section. When 
the incision is made in the cervix the uterine wound 
is at rest, lochia is not squeezed through it by the 
after-pains, and should a leak occur in the line of 
suture, it will be under the peritoneum, between the 
bladder and the cervix, where it may be reached 
easily in three ways: by the cervix; between the 


_cervix and the bladder—a simple anterior colpotomy ; 


or by opening the lower corner of the abdominal 
wound. If, when the incision is made in the corpus, 
infection wanders along the line of suture as it 
often does, it at once reaches the peritoneal cavity; 
in the cervical section it reaches a safer area, one 
more easily drained. 

Another element of safety in the method used 
by the author is the entire absence of any ne- 
cessity to handle the intestine. Often the bowel 
does not even come into view. Moreover, liquor 
amnii, vernix caseosa, and meconium do not soil the 
peritoneum, 

The convalescence after the cervical cesarean 
section is, without question, smoother than that 
following the classic section. Of the author’s 31 
cases, there was suppuration in only 1, which is most 
noteworthy since in 9 there was a slight suspicion of 
infection. 

When the cut is made in the body of the uterus 
uterine rupture in subsequent labors is more apt to 
occur as the wound surfaces are not at rest during the 
healing process. With each after-pain the sides of 
the wound grind on each other and even in the 
absence of infection are prone to unite. When the 
cut is made in the cervix, all this is absent. The 
wound is at perfect rest. 

For the old, or classic, cesarean section, the author 
has to have special indications, and these are, usually, 
the necessity for instant delivery, the desire to 
remove fibroids, placenta previa, when a Porro 
operation is to follow, and in the case of an ex- 
tremely pendulous abdomen. Experience may prove 
it possible to omit some of these exceptions. 

The choice between extraperitoneal and trans- 
peritoneal methods is still undecided, but the 
majority of operators prefer the latter. 

In the presence of insuperable mechanical dis- 
proportion, that is, the absolute indication for 
cesarean section, it was possible for the older ob- 
stetricians to perform only a therapeutic abortion 
or a Classic casarean section at term if the condition 
was discovered in time. If the dystocia was ex- 
perienced only after infection was present or 
suspected, a Porro or complete uterine extirpation 
was demanded in order to save the woman’s life. 

Today the procedure is different. Therapeutic 
abortion is absolutely contra-indicated. At full 
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term there are four courses from which to select: 
the classic casarean section, the classic cesarean 
section with the Porro modification, the trans- 
peritoneal cervical section, and the extraperitoneal 
section. In clean and in suspected cases the author 
recommends the transperitoneal cervical section, 
and in frankly infected cases, the extraperitoneal 
or Porro cesarean section. 

In the treatment of labor in pelves that are not 
so markedly contracted, the plan has become more 
simplified in recent years. Unless the patient 
positively demands the induction of premature 
labor, the pregnancy is allowed to go to full term. 
Just before labor begins, a careful rectal and ab- 
dominal examination is made to determine whether 
or not there is any chance that the foetus will pass 
through the pelvis. The transperitoneal section is 
performed as soon as labor is well under way. | If 
there is reason to believe that the head will go 
through, the patient is given a real test of labor. If 
delivery is impossible, the transperitoneal sec- 
tion is done in the cases of primipare and either 
this or pubiotomy in the cases of multipare, 
the surgeon being guided by the individual con- 
ditions. This statement holds also for cases in 
which infection is suspected. In infected cases, the 
author still fears to perform an abdominal delivery in 
spite of the wonderful results recorded by European 
operators. If this is necessary, he recommends the 
extraperitoneal method with free drainage in the 
cases of young women, and uterine extirpation in 
the cases of the old. 

In placenta previa De Lee prefers the classic 
operation. In abruptio placente, the transperito- 
neal is the method of choice unless great speed of 
delivery is required to save the child. For neglected 
shoulder and breech presentations, prolapse of the 
cord, and the innumerable other obstetrical com- 
plications, the new operation will find a restricted 
field of usefulness. : Epwarp L. CorNeELL. 


Markoe, J. W.: Czesarean Section Following a Pre- 
vious Extraperitoneal Cesarean Section. JN. 
York M. J., 1919, cix, 1022. 


The author reports in detail an extraperitoneal 
cesarean section with the unusual sequence of a 
classic cesarean section fifteen months later upon 
the same patient. The extraperitoneal c#sarean 
was performed after repeated vaginal examinations 
outside the hospital and after the membranes had 
ruptured and the woman had been in labor for 
forty-eight hours. Infection was strongly suspected 
as cultures from the cervix before vaginal examina- 
tion showed a mixed infection of colon bacilli and 
non-hemolytic staphylococci. 

Markoe employed the median incision from the 
symphysis to the umbilicus, incising fascia and 
muscle and stripping the tissues containing the 
bladder up from the left side with dry gauze sponges. 
Great care was taken not to enter the peritoneal 
cavity. Upon reaching the uterus the stripping was 
continued until a sufficient area of the anterior wall 
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of the cervix was exposed for the delivery of the 
child. The bladder and peritoneum were then held 
well to the right by an assistant, the uterus incised, 
and the head delivered first by using one blade of 
the forceps as a vectis. After a rapid delivery of 
the child and manual extraction of the placenta 
and membranes the uterus was sutured with in- 
terrupted chromic catgut sutures, the bladder and 
peritoneum replaced unopened and fastened to the 
left side with one suture, a deep rubber drain inserted 
in the left side, and the wound closed with inter- 
rupted sutures of chromic gut in the fascia and clips 
in the skin. 

As on the following day the wound was found to 
contain* pus, two No. 5 Carrel tubes were inserted 
deep into the left side and two others were placed 
on the wound surface, surrounded by gauze wet 
in Dakin solution. The nurse was instructed to 
allow a small amount of the fluid to soak into the 
dressing through the Carrel tubes. Results not 
being secured by this method, the wound was flushed 
every two hours with 100 cubic centimeters of Dakin 
solution. This latter procedure so reduced the 
bacterial count that twelve days after operation 
all tubes were removed and the wound was closed. 

Fifteen months later the patient entered the 
hospital at term and a classic caesarean section was 
performed. Before opening the uterus an explora- 
tion of the peritoneal cavity revealed a total absence 
of adhesions in the region of the bladder, cervix, and 
broad ligaments. Later an inspection from within 
the uterine cavity of the site of the cervical opening 
made at the time of the extraperitoneal operation 
showed only normal uterine tissue with no sign 
of scar. 

Markoe believes that the entire absence of weak- 
ness in the abdominal wall in spite of the necessary 
closure following suppuration was due to the median 
incision as the muscles have a strong tendency 
to come together in the median line and in con- 
sequence a firmer union of the fascia and muscle 
fibersis obtained, particularly following suppuration. 
In the classic operation he passed two fingers from 
within the uterus through the internal os for the 
purpose of dilating the cervix sufficiently to avoid 
any retention of lochia. 

In the author’s opinion much may be hoped for in 
the technique described as an alternative for cranio- 
tomy or removal of the uterus. H. K. Gipson. 


Bruenner, K.: Czsarean Section for Hzemor- 
rhages Due to Vaginal Varices gory 
wegen Blutung aus Varizen der Vagina). Cor.-Bl. f. 
schweiz. Aerzte, 1919, xliv, 321. 


Hemorrhage due to rupture of vaginal varices is 
a formidable complication during pregnancy and 


labor, and particularly formidable in the latter. 


In a dissertation published in 1901 Delahouse 
collected 20 cases occurring in the course of labor. 
In these there were 11 deaths, 8 of which occurred 
in less than twenty minutes. Wullman reported 
13 deaths in 15 cases which occurred during preg- 
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nancy and 7 in 16 cases which occurred during labor. 
Generally varices begin to be troublesome during 
the three last months of pregnancy and this is the 
usual time of rupture. The mortality of the condi- 
tion runs up 50 per cent. 

As a rule hemorrhages due to vaginal varices are 
rebellious to the usual methods of treatment by 
ligature or tampons. When such a hemorrhage 
threatens in the course of labor it is best to terminate 
the latter as rapidly as possible. The author has 
been able to find in the literature only 2 cases in 
which the labor was ended by a cesarean section, 
in one as a prophylactic and in the other as a thera- 
peutic measure. In beth instances the. mother 
recovered. 

Bruenner reports the case of a woman aged 38 
years, a vi-para, whose previous labors had all been 
quite normal and without instrumental help, but 
were generally followed by pain in the bones and 
oedema. In the labor reported delivery by forceps 
was attempted but during the manipulations there 
was a sudden profuse hemorrhage due to the rupture 
of a packet of vaginal varices which interlaced the 
whole vaginal wall. The labia majora were involved 
and enormously swollen and the anal region was 
gorged with blood. Attempts to stop the hemor- 
rhage by means of hemostats and ligatures and to 
complete the delivery by the forceps had no effect. 

As the foetal heart sounds had become almost in- 
audible and the patient’s pulse was weakening the 
author then determined to complete the labor by a 
transperitoneal cesarean operation. This was done 
without difficulty and the child, which was dead, 
was extracted. The vaginal hemostatic forceps 
were removed one by one from forty-eight to 
seventy-two hours later. The hemorrhage did not 
recur and the varices were at that time considerably 
reduced in volume. The onset of peritoneal infection 
was marked by the elimination of pieces of necrotic 
vaginal mucosa during the days following. The 
patient made a definite recovery after a short attaek 
of pneumonia. In Bruenner’s opinion a case of 
this kind is an indication for caesarean section. 

As a prophylactic measure to guard against 
peritonitis in a transperitoneal caesarean operation 
on a uterus already subjected to obstetrical manipu- 
lations the author recommends intra-uterine tam- 
ponade with iodoform gauze through the uterine 
incision followed after suture of the incision by 
lavage of the peritoneal cavity with warm physio- 
logical salt solution. This was done in the case 
reported. The uterine tampon was withdrawn on 
the seventh day. Anti-streptococcus serum was 
also administered. W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Child, C. G. Jr.,: Episeotomy: Its Relation to the 
Proper Conduct of the Perineal Stage of Labor. 
Med. Rec., 1919, xcvi, 142. 


Child reports a series of 166 cases—112 those 
of primipare and 54 those of multipare. Of the 


54 primipare upon whom an episeotomy was per- 
formed, 3 failed to heal by primary intention. Of 
these, 2 were septic at the time of delivery. In 3 
cases there was laceration because the incision had 
not been made large enough. Of the 58 primipare 
upon whom an episeotomy had not been performed, 
18 (31 per cent) sustained lacerations in spite of all 
precautions. In two instances there was involvement 
of the sphincter ani. The operation was required 
in only 9 cases of multipare. One of these was 
a case of breech presentation and 3 were forceps 
cases. 

The incision should be made on one side of the 
vulva and should go through the skin, the subcutane- 
ous and adipose tissue, down to the levator muscle. 
The division of the muscle should be carried to a 
point just sufficient to allow the birth of the head. 
The extent necessary is gauged as the head advances 
with each pain. 

In closing the incision interrupted silkworm-gut 
sutures are the best and should be passed inward, 
taking up all tissue as far as the vaginal mucosa. The 
latter should be united by a continuous No. 2 
chromic catgut suture. The sutures may be intro- 
duced while waiting for the placenta but should not 
be tied until after its expulsion. 

The author strongly recommends the operation. 

H. K. Grsson. 


Williams, J. W.: The Tolerance of Freshly De- 
livered Women to Excessive Loss of Blood. 
Am. J. Obst., 1919, 1xxx, 1. 


The present study concerning the amount of 
blood lost during the third stage of labor and shortly 
thereafter and its clinical effects, is based upon 
observations made upon 1,000 consecutive spon- 
taneous full-term labors which occurred in 1,339 
=e patients at the Johns Hopkins Hos- 
pital. 

Three hundred and thirty-nine histories in the 
series were not utilized as they included 162 opera- 
tive cases as well as 177 others in which pregnancy 
had terminated prematurely or the patients left 
the hospital before delivery. 

After the child is born the uterus is gently pal- 
pated and the location of its fundus noted, but 
massage is not employed unless the uterus is boggy 
in consistency or the bleeding excessive. After 
the lapse of from five to thirty minutes it is usually 
noted that the uterus has risen 4 to 6 centimeters 
above its original location, while in some cases an 
indistinct swelling has likewise appeared just over 
the symphysis. 

The author states that he has been unable to 
convince himself that there is any advantage in 
waiting a specified length of time before expressing 
the placenta. The typical Credé method of ex- 
pression is employed only with the greatest cir- 
cumspection and only in the presence of serious 
bleeding or after spontaneous separation of the 
placenta has failed to occur within one hour after 
the birth of the child. 
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Upon determining the amount of blood lost in 
1,000 spontaneous labors, the average bleeding was 
found to be 343.7 cubic centimeters, with the ex- 
tremes varying from zero to 2,400 cubic centimeters. 
In two cases the placental period was entirely 
bloodless. It must not be understood, however, 
that this average loss gives a correct idea concerning 
the amount of the bleeding most apt to be en- 
countered in spontaneous labor. The latter 
amounted to less than 300 cubic centimeters in 527 
out of 1,000 cases. 

Not a few freshly delivered women lost excessive 
quantities of blood without presenting any evi- 
dence of shock, and occasionally the extent of the 
hemorrhage would not have been appreciated 
if -y blood lost had not been collected and meas- 
ured. 

Only one of the 31 women who lost between 
1,000 and 1,250 cubic centimeters presented im- 
mediate symptoms attributable to loss of blood. 
This patient was considerably shocked and had a 
pulse rate of 118 one hour and a quarter after 
delivery. Only 4 of the 18 patients losing from 
1,250 to 2,400 cubic centimeters caused any anxiety; 
none was seriously ill and all recovered. 

It is currently believed that the pulse is unusually 
slow during the normal puerperium, and that the 
best method of evaluating the effect of hemorrhage 
is based on its increased rate and poor quality. 
The observations reported, however, show that the 
first assumption is incorrect, and that in freshly 
delivered women, the second is not regular. 

The average pulse rate was 91.66 in non-hemor- 
thagic cases and 96.45 in hemorrhagic cases, a fact 
which apparently indicates that the average effect 
“al hemorrhage is to raise the pulse rate by only 5 

ats. 

It is apparent that a certain proportion of freshly 
delivered women may lose from 1,250 to 2,400 
cubic centimeters of blood with comparatively little 
danger and present such slight immediate symp- 
toms that the extent of hemorrhage might escape 
——— if the blood were not collected and meas- 
ured. 

If the usual computation that the total amount 
of blood in the body corresponds to one-thirteenth 
of the total body-weight be accepted and if it 
is assumed that the latter averages 130 pounds, 
such hemorrhages mean that the patients lost from 
one-quarter to one-half of their total blood. In 
males and non-pregnant women such a loss would 
inevitably be followed by alarming symptoms of 
shock and acute anemia, yet the latter did not 
appear in any of the patients whose cases are here 
recorded nor was their general condition so serious 
that transfusion was at any time necessary. 

In order to avoid any possibility of misunder- 
standing, the author emphasizes strongly that he 
does not claim that freshly delivered women are 
entirely immune to excessive hemorrhage. 

Twenty brief case reports are appended. 

Epwarp L. CorNELL. 


Remy, S.: Remarks upon a Series of Twenty-four 


Breech Presentations (Réflexions sur une série de, 


24 cas d’accouchements, l’enfant se présentant 
par le siége). Rev. mens. de gynéc., d’obst. et de 
pédiat., 1919, xiv, 125. 

The author reports first a series of 17 breech pre- 
sentations which occurred in his own practice. 
In 13 of these the delivery was classical and the 
birth normal. Obstetrical intervention was re- 
quired in 4 cases, in 3 for insufficiency of expulsive 
force and once for posterior rotation of the child’s 
back as well as rotation of the head. In all 17 cases 
a living child was delivered, but a few of them 
required resuscitation. 

From these cases the conclusion is drawn that 
when the uterine contractions are brisk and ener- 
getic, the breech and body of the child disengage 
easily and rapidly; the obstetrician has only to 
lower the arms, which is easily done, and aid in the 
expulsion of the head by the classic means. It is 
not correct to apply the term ‘‘dystocia” to such 
cases. Unfortunately, however, all breech presenta- 
tions are not of this kind. 

In 7 other cases of breech presentation, in which 
the author was requested to operate, extraction of 
the child was necessary owing to complications. In 
2 cases the child was dead before any intervention 
could be effected. In 2 others, in which both of 
the women were primipare, the child died during 
the intervention. In both instances it was retained 
above the pelvis. 

Of the total number of 11 cases reported in 
which an intervention was necessary eclampsia 
occurred in 4. In all of these, however, a living 
child was delivered. 

Although in a case of breech presentation in a 
multipara with a small child extraction may be 
relatively easy, in other cases it may be a formidable 
operation entailing a high infant mortality. There- 
fore, whenever possible, it is best by external 
manceuvres to transform a breech presentation into 
a head presentation during the pregnancy. 

; W. A. BRENNAN. 


PUERPERIUM AND ITS COMPLICATIONS 


Jullien: Kidney Decapsulation in Puerperal 
Eclampsia (A propos de la décapsulation rénale 
dans |’éclampsie puerpérale). Rev. mens. de gynéc., 
d’obst. et de pédiat., 1919, xiv, 131. 

In reporting a case of puerperal eclampsia in a 
woman aged 25 years upon whom the author did 
a bilateral kidney decapsulation followed by ulti- 
mate recovery after cystitis and a right pyelo- 
nephritis, he states that it is difficult to lay down 
any precise rule for the treatment of a disease like 
eclampsia as it presents so many different types. 
The most severe and alarming cases may recover 
almost spontaneously. 

Too much must not be expected of a kidney 
decapsulation. It can do nothing for alterations 
in the liver and brain but is sovereign where the 
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urinary secretion is concerned. Statistics prove 
that the secretion of urine is re-established by kidney 
decapsulation in 80 per cent of the cases although 
in spite of surgical treatment the mortality due to 
eclampsia is still about 40 per cent. However, 
decapsulation has been practised only in the 
gravest cases not amenable to more simple 
methods. 

All eclamptic patients ought not be submitted 
to surgical treatment. Only one class has the in- 
dications for decapsulation, i.e., those with anuria. 
In such cases the operation is efficacious. Its 
efficacy is demonstrated by the re-establishment 
of the urinary function; its harmlessness by its 
simplicity which makes it possible to perform it 
under a short ether anesthesia in less than twenty 
minutes. 

Limited to its precise indications, kidney decap- 
sulation deserves the constant collaboration of the 
surgeon and obstetrician. W. A. BRENNAN. 


MISCELLANEOUS 


Seham, M.: The Acidotic State of Normal New- 
Borns, with Special Reference to the Alve- 
olar Carbon Dioxide Tension, Alkali Tolerance, 
and Acetonu:ia. Am. J. Dis. Child., 1919, xviii, 
42. 

Alveolar carbon dioxide tension is a practical 
index of acidosis. The modification of the Plesch- 
Higgins method of collecting air for determining 
the COz2 tension with the use of the pulmotor mask 
is the best in the cases of new-born infants. The 
amount of air in the bag at the beginning of their 
test should not exceed 50 cubic centimeters and the 
breathing time should be limited to thirty seconds 
if the most uniform results are to be obtained. 

Such determinations for a large number of new- 
born infants did not confirm the finding of a lower 
COz2 tension which is indicative of the state of 
acidosis. The ingestion of food, starvation, and 
muscular exercise under experimental conditions 
have no constant demonstrable effect on the al- 
veolar CO2 tension. The urine of normal new-born 
infants is nearly always acid and an average of 1.7 
grams of sodium bicarbonate is required to make 
the reaction alkaline, 0.16 gram being given by 
mouth every two hours. The alkali tolerance tests 


-in the new-born do not indicate an acidosis. Practi- 


cally no acetone is found in the urine of normal new- 
born infants. C. D. Haucu. 
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Warwick, M.: Cerebral Hemorrhage of the New- 
Born. Am. J. M. Sc., 1919, clviii, 95. 


After a review of the scanty literature on the sub- 
ject the author presents the findings in cases of 
cerebral hemorrhage in young infants at the 
University Hospital. 

In 36 routine autopsies on new-born infants, 18 
(so per cent) showed a hemorrhage in some part 
of the brain. Of the 18 babies, 11 were of average 
weight or below, and 7 above. Of the mothers, 11 
were primipare. One was over 30 years of age, 
one 29, and the remaining nine, 24 years or under, 
suggesting that the first labor may be the etiological 
factor in young as well as older mothers. 

Forceps were used but once and then in delivering 
a mother dying of pneumonia of a small six months’ 
foetus. Labor was markedly prolonged in only 2 
cases, in both of which twins were born, the first one 
being normal and the second showing cerebral 
hemorrhage. Only 2 of these infants were still- 
born. Four showed signs of asphyxia. All but 2 
showed respiratory symptoms from birth. 

The most important fact was that 8 (44 per cent) 
of the series exhibited haemorrhages in other organs 
than the brain, while 5 of the 8 vomited blood before 
death, thus placing the syndrome known as ‘“‘hem- 
orrhagic disease of the new-born”’ among the most 
important of etiological factors. None of the infants 
showed any signs of syphilis but one-fourth were 
premature. In the majority of the cases (72 per 
cent) the hemorrhage occurred over the cerebrum 
where the vessels leave the longitudinal sinus and, 
unprotected by the dural adhesions of later life, 
are very susceptible to injury during molding of 
the head. 

- attempt at a classification based on etiology is 
made: 

1. Traumatic injury to blood-vessels during 


‘molding of the head in either normal or precipitate 


deliveries. 

2. Congestion or stasis with rupture of veins in 
labors protracted or complicated by any cause. 

3. Intra-uterine disease of any type in the child, 
and toxemia of the mother. 

In conclusion, attention is called to the fact that 
the condition is often a complex disease syndrome 
giving rise to diverse clinical symptoms and path- 
ologic findings, and also that it may be brought 
about not by any single cause but by an interaction 
of a varying number of causes which may be found 
in the circumstances governing labor. 
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ADRENAL, KIDNEY, AND URETER 


Eisendrath, D. N.: The Diagnosis of Ureteral 
Calculi. Chicago M. Rec., 1919, xli, 211. 


Eisendrath in a well-illustrated and carefully writ- 
ten article enumerates the various diagnostic aids 
necessary for a careful, painstaking diagnosis of cal- 
culi in the ureter. Emphasis is laid on vagaries in 
thesymptoms and the patient’s history. 
By the use of the shadowgraph catheter placed in 


the ureters and X-ray examinations after careful: 


preparation of the patient diagnoses are most 
readily confirmed. Stereoscopic roentgenograms 
are very valuable in determining the presence of 
stones in the ureter. 

Ureteral colic per se is not a diagnostic symptom as 
it occurs in many other lesions of the upper urinary 
tract and even in conditions not within the tract. 

J. S. E1s—ENSTAEDT. 


Sargent, J. S.: Hydronephrosis: Its Diagnosis and 
Treatment. Wisconsin M. J., 1919, xviii, 60. 


With the exception of the rather rare syndrome 
known as “‘Dietl’s crisis,” the only symptom of 
uncomplicated hydronephrosis is a dull aching 
pain felt constantly or at intervals in the region of 
‘the costovertebral angle or, less frequently, under 
the costal margin in front. The urine presents noth- 
ing ynusual as a basis for diagnosis so long as the 
hydronephrosis remains uninfected. Palpation of 
the kidney is very often unreliable when hydro- 
nephrosis is still an early condition. Because of 
the lack of other associated symptoms and of 
urinary and physical findings, it is best to suspect 
hydronephrosis in all cases of chronic unilateral 
pain, particularly in young women. 

It is highly desirable that hydronephrosis be 
diagnosed in a relatively early stage so that, by 
removal of the causative obstruction, a well-func- 
tioning kidney may be spared. The diagnosis of 
early hydronephrosis is possible only by the most 
detailed methods of urological investigation. It 
requires catheterization of the ureters and a study 
of the divided urines, estimation of the function of 
each kidney by the phthalein test, and pyelography 
with a close study of the outline of the renal pelvis 
and its major and minor calices. The earliest pyelo- 
graphic changes noted in hydronephrosis are blunt- 
ing or obliteration of the minor calices, broadening 
of the base of the major calices, and an increase 
in the size of the renal pelvis. 

The treatment of hydronephrosis is dictated by 
the degree of damage done the affected kidney. 
When the function of a hydronephrotic kidney is 
entirely destroyed it should be removed. In early 


hydronephrosis, when a fair amount of function 
still remains, removal of the causative obstruction 
is the procedure of choice. 


GENITAL ORGANS 


Jones, W.: Tumors of the Bladder. Canadian Pract. 
& Rev., 1919, xliv, 177. 

Tumors of the bladder constitute 3 per cent of 
urinary diseases and because such growths are 
usually found near the ureteral openings the author 
suggests that the cause may be something in the 
urine. He classifies these tumors as epithelial, 
connective-tissue, and dermoid, those of the first 
two classes including both benign and malignant 
neoplasms. 

The most characteristic vesical tumor is the 
benign subsessile papilloma, the sole indication 
of which is often irregular, sympiomless hematuria. 
Such tumors begin singly, tend to multiply, are 
potentially malignant, and often recur after opera- 


_ tion. 


The papillomata which are malignant from the 
start are often multiple. They are sessile and have 
short villi, aresurrounded by thickened mucous mem- 
brane, and grow rapidly. 

The nodular growth, which is sessile and has a 
roundish base and nodular surface, is situated on the 
base of the trigone and has no villi. 

The infiltrating growths, which are malignant, 
oval, and about 1 inch in diameter, are generally 
found near a ureteral opening. 

The symptoms of malignant bladder tumors are 
increasing hematuria, spontaneous cystitis, pain, 
and emaciation. 

To diagnose the presence of vesical tumors the 
cystoscope should be used at once and followed by 
the X-ray with thorium and examination by rectum 
or vagina. 

The author recommends fulguration for benign 
villous tumors and recurrences, but the open opera- 
tion for malignant and extensive growths. 

B. F. Rotter. 


Rathbun, N. P.: Notes on Vesical Diverticula. 
Surg., Gynec. & Obst., 1919, xxix, 28. 

Rathbun reviews the development of the diagnosis 
of vesical diverticula and the relation of the cysto- 
scope to it. 

In discussing the congenital and acquired forms 
of such diverticula, the author states that a condi- 
tion which appears to be another form of diverticula 
is frequently seen in bladders which are hyper- 
trophied as a result of some obstructive lesion in the 
prostate or urethra. These, however, are not true 
diverticula and their consideration and treatment is 
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that of the underlying condition. In the author’s 
opinion all true diverticula are congenital. 

In the discussion of the symptomatology of vesi- 
cal diverticula it is stated that in the absence of 
cystitis with very foul urine, the symptoms, if any, 
are very mild in character. Most patients when 
first seen, however, have a very severe and chronic 
cystitis. Frequently they state that almost imme- 
diately after apparently emptying the bladder com- 
pletely they are able to pass another considerable 
quantity of urine after a change of position. The 
diagnosis can therefore be made definitely without 
the routine use of the cystoscope and the study of 
the bladder with the X-ray. Cystograms are be- 
lieved by the author to be best obtained by the use 
of a 25 per cent solution of sodium bromide. 

The article contains a review of the methods of 
attacking vesical diverticula surgically and the his- 
tory of one of the author’s cases. The conclusions 
drawn are as follows: 

1. Simple excision of the mucous membrane is 
hardly enough and unless the whole diverticulum is 
removed with all its coats a recurrence of the trouble 
is invited. ' 

2. Severe cases should be treated in two stages, 
the first consisting of somewhat prolonged drainage 
of the bladder itself and also of the diverticulum, 
which latter is effected by stretching the orifice, and 
the second consisting of the radical excision of the 
diverticulum. 

3. In difficult cases the dissection is facilitated 
by combined extra- and intravesical manipulation, 
the entire sac being invaginated with all its walls 
and the operation completed within the bladder. 

A. C. STOKES. 


Martin, A. P.: The Treatment of Chronic Seminal 
Vesiculitis (Tratamiento de las vesiculitis seminales 
crénicas). Siglo méd., 1919, lxvi, 356. 


Martin points out that lesions of the seminal 
vesicles are frequently responsible for the persist- 
ence of gonorrhoeal processes. As the symptoms of 
the vesiculitis are often masked, the prostate is 
blamed and often wrongfully operated upon. In 
painfully chronic cases with recurring epididymitis 
the seminal vesicles will usually be found to be dis- 
eased. 

The author reports 7 cases, most of which were 
cases of gonorrhoeal inflammation of the seminal 
vesicles, which he treated according to the method 
devised by Thomas of Philadelphia. This treat- 
ment is based on the following facts: 

1. When a fluid is injected into the deferent 
canal in the direction of the outlet of the seminal 
vesicles into the posterior urethra, the injected 
fluid will seek the vesicle, provided the latter is 
empty. rather than the exterior, since this outlet of 
the vesicle is of greater caliber than the opening 
of the ejaculatory duct in the urethra. 

2. When the quantity of fluid injected is not large 
enough to excite contracture of the vesical mus- 
culature to expel it, the injected fluid will remain 
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and exert its germicidal action in the vesicle for 
a long time, especially if the latter has been pre- 
viously emptied by massage. 

The therapeutic effect of this method is therefore 
greater than that of a simple vesiculotomy and 
operative traumatism is avoided. Whatever the- 
oretical objection may be offered to the method 
the practical results obtained from it are excellent. 
The only operation necessary is a small incision to 
reach the vas deferens from whence the injection is 
made. Collargol or some other silver salt is then 
injected and the skin incision sutured. 

Neither epididymitis nor funiculitis was observed 
in any of the 7 cases treated and the results were 
quite satisfactory. W. A. BRENNAN. 


Hartmann, H., and Peyron, A.: Placentomata and 
Choriomata of the Testicle (Placentomes et 
choriomes du testicule). Bull. Acad. de méd., Par., 
1919, lxxxi, 733. 


Complex testicular tumors containing recognizable 
foetal parts are described in classical works. The 
authors take up the study of placentomata and 
choriomata which, although reported by several, are 
still little known: They have studied 50 cases, in 
27 of which an exact microscopic examination was 
possible. 

Previously it was believed that placentomata were 
more frequent than choriomata, but this does not 
seem correct. Of the 27 tumors 14 were choriomata 
and 13 placentomata. The distinction between these 
two types of tumor, however, is not always definite. 
Normal embryology shows a series of transitions 
between the non-differentiated chorio-ectoderm and 
the developed placental tissue. The examination of 
some of the tumors in the same way shows the co- 
existence of two cellular types which correspond 
merely to different stages of evolution. 

The authors have personally seen and operated 
upon 1 case of chorioma of the testicle, and report 
2 cases of placentomata in addition to the 4o cases 
reported in literature. The pathology of these 
tumors is described and the various theories as to 
their specific nature are discussed. 

Up to the present time testicular choriomata have 
not been individualized. Only the placentomata 
have been studied. Pick seems to have been the 
only author to discuss chorionic proliferation. The 
frequency of choriomata in proportion to other 
testicular tumors appears to the author destined to 
increase the number of specific cases reported as 
hitherto they have been described under a variety of 
names, suchas “cystic tumor,” ‘* wolffian tumor,” etc. 

The author concludes from his study that in the 
testicle (which like the ovary is a selective site for 
embryomata) a series of tumors of complex growth 
may be observed which correspond to the successive 
developmental stages of the ovum, the embryo, 
properly so-called, and the foetus. In these various 
tumors the proliferation of the trophoblast, a forma- 
tion normally charged with the function of providing 
a bond between the mother and foetus may be such 
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that it constitutes a placentoma identical with the 
uterine placentoma, or may constitute a chorioma 
characterized by special embryonic elements. 

W. A. BRENNAN. 


Canovas, B. N.: Roentgen iTherapy of Prostatic 
Hypertrophy (La roentgenterapia en la hipertrofia 
de la prostata). Siglo méd., 1919, lxvi, 433. 


In roentgen therapy we have a new means of 
combating prostatic hypertrophy. When the con- 
dition is of the glandular type it is particularly 
amenable, and the more the glandular tissue pre- 
dominates over the connective tissue the better the 
results obtained. 

Of 10 patients treated by roentgen therapy 4 had 
previously been subject to frequent attacks of 
urinary retention. These attacks had not returned 
more than a year later. Under the influence of 
strong doses of hard roentgen rays a notable reduc- 


tion of the volume of an adenomatous prostate has" 


been effected in most cases within six months. The 
symptom which yields best to the treatment is 
pollakiuria. 

In Canovas’ opinion every case of prostatic 
hypertrophy should be given a tentative course of 
raying before resort is had to operation. 

No details are given regarding the technique. 

W. A. BRENNAN. 


Spittel, R. L.: Calculi of the Prostate. Indian M. 
Gaz., 1919, ii, 255. 


Prostatic calculi usually occur in middle and 
old age. ‘Two of the author’s cases, however, were 
those of men of 19 and 20 years, respectively, and 
one that of a man of 35 years. 

Calculi in the prostate may have three modes of 
origin and formation as follows: 

1. They may be formed in the substance of the 
prostate itself, having as a base corpora amylacea 
with varying amounts of calcium phosphate and 
carbonate. Stones so formed vary in size, some being 
as small as a grain of sand and others large. 

2. They may be formed in pouches (congenital 
or acquired) that communicate with the prostatic 
urethra. 

3. They may have their origin in the kidney or 
bladder and become lodged in the prostatic urethra 
secondarily. 

In the first case reported by the author, the 2 
stones which were found he believes were formed 
first in the prostatic urethra. Although most 
often the perineal route is best for the removal of 
prostatic stones, the writer in this instance did a 
suprapubic operation. 

In the second case there were 12 faceted stones. 
These were removed through a suprapubic incision. 
Later, perineal drainage was necessary. In this 
case the perineal operation would have been better. 
The stones were found in pouches communicating 
with the prostatic urethra. 

In the third case a large number of very small 
stones due to corpora amylacea were found. As 


this patient had stricture and chronic infection 
which had existed for years, the writer concluded 
that the symptoms were due to these causes rather 
than to the stones. 

A detailed description of the symptoms, physical 
findings, operation performed, progress of the con- 
dition and composition of the calculi, and comments 
are given for each case. The article includes also 
drawings of some of the stones. G. J. Tuomas. 


Hubney, M.: Prostatic Calculi from the Roentgen- 
Ray Diagnostic Standpoint. Am. J. 
1919, vi, 286. 

The author reviews the literature on prostatic 
calculi very thoroughly and calls attention to the 


_ fact that these stones should be carefully differen- 


tiated from bladder or deep urethral stones. He 
agrees with Kretschmer that in all cases in which a 
stone has been removed by prostatic massage an- 
other X-ray examination should be made afterward 
to determine whether all the stones have been re- 
moved. 

Points established by the literature were: 

1. That prostatic calculi occur much more com- 
monly than is thought. 

2. The condition is often confused with chronic 
prostatitis. 

3. That a stone in the prostate can be diagnosed 
definitely by the roentgen ray. 

4. That the demonstration of stones by the 
roentgen ray will often obviate the operative open- 
ing of the abdomen and bladder as in many cases 
the calculi may be expressed through the urethra. 

W. A. Evans. 


MISCELLANEOUS 


Paul, H. E.: Notes on Diagnosis in Affections of 
the Urinary Tract. Canadian M. Ass. J., 1919, 
ix, 614. 

In the first part of this paper the author emphasizes 
the necessity for early diagnosis, the responsibility 
assumed by the general practitioner, and the need 
of a systematic routine in diagnosis. He then dis- 
cusses the diagnosis as related to pain, disturbances 
of urination, urinary findings, obscure infections 
and tuberculosis of the urinary tract. 

Pain is an uncertain factor as it may be reflected 
into the rectum from a diseased urethra, to the 
glans penis from the prostate, to the cord or testes 
from the ureters, and into the lower back, rectum, 
or testes from the seminal vesicles. Capsular ten- 
sion in renal lesions may cause pain in the loin. 
Again, pain may be entirely absent. 

Disturbances of urination should be thoroughly 
investigated with the cystoscope, ureteral catheter, 
endoscope, and X-ray. Kidney function tests and 
careful urinalysis are of extreme importance. 
Pus, blood, and bacteria should always be traced 
to their sources. 

‘Urethral chill’ or ‘‘catheter fever” is an acute 
exacerbation of a chronically infected kidney and 


te 
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is therefore a form of urinary septicemia, The 
absorption of bacteria apparently takes place 
through an abraded or contused prostate. An acute 
exacerbation of a chronic colon-bacillus infection 
of the urethra is termed by the laity ‘“‘cold in the 
bladder.”” The seminal vesicles and prostate are 
frequently the sites of mild persistent septicemia 


and are very often neglected in the search for the, 


cause. 
In tuberculosis of the kidney, symptoms are not 
observed until the lesions are connected with the 
urinary tract. This may take months or even years. 
Gradual increase of bladder irritability, with in- 
creasing frequency of urination and pain, are the 
most common early symptoms. Hematuria may 
also be an early symptom. Cystoscopy, with an 
exhaustive study of the urine and functional tests 
of the individual kidneys and the demonstration 
of the tubercle bacilli in the urine, by the 
microscope, cultural methods, or guinea-pig inocula- 
tion, determine the diagnosis. C. D. PickreELL. 


Covisa, I. S.: Statistics upon Urinary Lithiasis 
and Its Geographical Distribution in Spain 
(Reflexiones estadfsticas sobre la lithiasis urinaria 
y su distribuci6n geogr4fica en Espafia). Rev. espan. 
de cirug., 1919, i, 227. 

Urinary lithiasis is very common in Spain. As in 
other countries it occurs more frequently in men 
than in women, the ratio being 7: 4. 

In a total of 346 cases collected from various 
Spanish statistics approximately 50 per cent of the 


cases were those of children, the majority children 
under 5 years of age. Vesical lithiasis is very rare or 
is rarely observed in children under 2 years of age. 

The present treatment of the disease is con- 
fined to hypogastric section and lithotrity or lithola- 
paxy. Perineal section is not employed, or only very 
rarely. 

The author operated upon 71 patients, performing 
73 operations. Of the latter, 54 were suprapubic 
sections (30 in children, 26 in adults); 14 lithotrities 
(x in a child and 13 in adults); and 2 perineal 
lithotrities. None of the lithotrities was followed 
by death. The mortality following the suprapubic 
sections was 3.5 per cent. The two deaths, however, 
were those of a child of 2 years and a man of 73 and 
were not directly due to the operations. 

The predominence of sections over lithotrities is 
explained by the fact that a large number of the 
patients operated upon were children. For children 
the operation should consist of a small suprapubic 
incision, section of the bladder, removal of the 
stone, closure with anterovesical drainage, and the 
introduction of a retention catheter. In the ma- 
jority of cases healing will occur by first intention 
within eight to ten days. 

The author’s statistics include 19 cases of renal 
lithiasis in 14 of which an operation was performed. 
The operations executed were: Five pyelotomies, 6 
nephrectomies, 2 nephrolithotomies, and 1 nephros- 
tomy. There were no deaths, a fact which demon- 
strates the slight gravity of surgical intervention in 
renal lithiasis, W. A. BRENNAN. 


SURGERY OF THE EYE AND EAR 


EYE 


Briggs, H. H.: Hereditary Congenital Ptosis, with 
Report of 64 Cases Conforming to the Mende- 
lian Rule of Dominance. Am. J. Ophth., 19109, ii, 
408. 


Briggs reports a genealogy of West Tennessee 
mountaineers, comprising six generations, covering 
a period of one and one-quarter centuries, and 
including 128 members, one half of whom were af- 
fected with ptosis, and the other half normal. 
Twenty-three families are represented, in 17 of 
which the malformation was transmitted by the 
father, and in 6 by the mother. There was only one 
case of intermarriage. Of the 64 persons affected 
with ptosis 33 were males and 30 females. The 
sex of the one remaining is unknown. Forty-one 
males and 23 females were normal. The author 
reports in detail the cases of 6 persons representing 
the fourth, fifth, and sixth generations. While there 
is some variation among the different individuals as 
to the degree of ptosis, there has been no diminution 
of the ptosis from one generation to the next. 

It is shown that ‘the transmission of this defect 
through the six generations studied conforms to the 
Mendelian criteria of a dominant character, i. e., 
(1) the transmission is through affected individuals 
only; (2) in every case one parent of the dominants 
is affected and the other is normal; (3) the ratio of 
64 dominants (ptosis) to 64 recessives (normals) 
conforms to the third qualification of dominants, 
which requires an expectancy of an approximately 
equal number of normal and affected offspring; 
(4) in no case was an affected child born of normal 
parents, which shows that the character in question 
is not recessive. 

The author reviews the literature, referring to more 
than 100 cases of ptosis, reported by 22 authors, in 
which the condition was associated for the most 
part with other abnormalities of the ocular muscles 
and other hereditary ocular defects. 

The etiology of hereditary congenital ptosis is 
practically undetermined. The pathology of the 
condition as reported by various authors includes 
absence of the levator, defective development of the 
levator and other ocular muscles, connective-tissue 
bands instead of muscles, adhesion of muscles, and 
' abnormal insertion of muscles. 

The author discusses the diagnosis, especially 
between congenital and acquired ptosis, and refers 
to the conditions associated with each. Hereditary 
ptosis is always congenital and is often associated 
with absence or deficiency of the superior rectus 
and epicanthus. There may be absence or deficiency 
of the portion of the third nerve supplying the 
levator. Acquired ptosis is due to a variety of local, 


central, and general conditions. The unique feature 
of the author’s series of cases is that the ptosis is 
uncomplicated by any other defect in motility. 

W. F. Moncretrr. 


Wood, D.: Focal Infection in Relation to the Eye 
and Ear. J.-Lancet, 1919, xxxix, 365. 


The paper is summarized as follows: 

1. Focal infections are very common causes of 
eye disease and the structures affected are most 
frequently those of the uveal tract. 

2. As a rule the focus of infection is chronic, and 
on account of the low virulence of the infecting 
organism is often in a quiescent state insofar as 
subjective symptoms are concerned. 

3. More than, one focus may have an etiological 
bearing on a given condition at the same time. 

4. The most common locations of the disturb- 
ing foci are in the head—the nose and accessory 
air spaces, mouth, teeth, throat, middle ear and 
mastoid — though they may be found elsewhere, 
particularly in connection with the mucous mem- 
branes. 

5. The most common types of infecting organ- 
isms are the streptococcus-pneumococcus group, 
the tubercle bacillus, and the gonococcus. 

6. Inability to find a focus does not prove its 
non-existence. S. S. Howe. 


Castresana, B.: New Surgical Treatment of Stra- 
bismus (Nuevo tratamiento quirurgico del estra- 
bismo). Siglo méd., 1919, lxvi, 413. 

All distinct surgical methods for the correction 
of strabismus may be divided into two principal 
groups: (1) those intended to decrease the traction 
exerted by the internal or external rectus muscles; 
and (2) those intended to increase this traction. 

Castresana finds various defects in these methods 
which he discusses at length, quoting extensively 
from literature. His own method is based on in- 
direct bilateral advancement with weakening of the 
antagonistic muscle. In the case of a convergent 
strabismus the internal recti muscles are weakened 
and in the case of a divergent strabismus the ex- 
ternal are advanced. A portion of the muscle is 
resected and three sutures passed under the stumps 
through the sclera and conjunctiva at each side. 
The central suture is horizontal while the two 
others curve outward. As the threads are drawn the 
indirect advancement of the muscle corrects the 
deviation of the eye and the strong adhesions which 
are set up make the correction permanent. 

In 80 cases in which the author has operated 
the results have been very gratifying. About 2.5 
millimeters of muscle were resected for every 10 
degrees of deviation. W. A. BRENNAN. 
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Veasey, C. A.: Report of Two Cases of Melanotic 
Sarcoma of the Choroid. Northwest Med., 1919, 
xviii, 137. 

In the author’s first case the vision of the right 
eye had been lost for at least one year prior to the 
first consultation which was occasioned by an at- 
tack of acute secondary glaucoma. The retina was 
detached. There was no interference with trans- 
illumination because the tumor was situated very 
near the posterior pole of the eye. Marked symp- 
toms of irritation in the left eye disappeared 
promptly after enucleation of the right eye. On 
sectioning, the tumor was found to be a fungoid 
mass, 16 millimeters in diameter, arising from the 
pigmented connective tissue of the vascular layer of 
the choroid. 

The second patient was also seen during an acute 
attack of glaucoma involving the left eye which had 
been blind for several months. On transillumina- 
tion a dark area was seen. Enucleation was followed 
by uneventful recovery. In this instance the tumor 
was larger and projected well into the eye. 

Neither of these patients has had a recurrence. 

W. F. Moncreirr. 


Kearney, J. A.: The Importance of the Early 
Detection of Glaucoma and Its Management. 
N. York M. J., 1919, cx, 11. 


Kearney emphasizes the importance of the early 
diagnosis and treatment of glaucoma and the pur- 
pose of his article is essentially to direct the attention 
of the general practitioner to the means of recogniz- 
ing the disease early while there is still some possi- 
bility of saving useful vision. 

He reviews the features of the clinical picture and 
findings to be looked for, especially in the prodromal 
period and early stages of the process. Methods of 
management are discussed with particular reference 
to the value of sclerotomy. 

In performing an iridectomy for glaucoma the 


author prefers to use a keratome with bread-knife , 


edges such as that devised by Cavanagh of New York. 
The author’s results from the trephine operation of 
Elliot and its modifications have not been more 
satisfactory than those obtained by a combination 
of some of the other measures in general use. 

F. Moncretrr. 


Butler, T. H.: Some Statistics of Cataract Ex- 
traction. Brit. J. Ophth., 1919, iii, 317. 

Butler divides the complications of the extraction 
of senile cataract into three classes: those which 
occur at the operation itself; those that supervene 
during the healing process; and those which may 
arise at any period, even years, after a successful 
operation. In the few cases in which the eye is 
lost, it is nearly always the fault of the patient; the 
author’s losses of this type have amounted to 1.5 
per cent of the total number of operations. 

The complications of healing account for the 
majority of the bad results and are principally due 
to the action of endogenous or exogenous toxins. 


INTERNATIONAL ABSTRACT OF SURGERY 


Butler gives the statistics of four series of extrac- 
tions. The first series included 64 cases operated 
upon at Jerusalem during a period of four years. In 
this group there were 52 normal extractions (80.3 
per cent) and 4 cases of loss of the eye (6.5 per cent) 
due in 1 case to panophthalmitis, in another to 
sympathetic cyclitis, and in 2 to loss of vitreous. . 
Vitreous escaped in 11 cases (17.2 per cent) due 
to the lack of self control of the Jewish patients. The 
most remarkable feature was the entire absence of 
iridocyclitis in spite of the almost universal preval- 
ence of trachoma and other conjunctival infections, 
and the fact that no cultures were taken and the 
lachrymal sacs were not syringed out before opera- 
tion. 

The second series comprised 200 operations upon 
non-diabetic patients in England during a period of 
eleven years. Extraction after preliminary iridec- 
tomy was done in 177 cases, combined extraction 
in 22 cases, and single extraction in1 case. Four of 
these were intracapsularextractions. Six lenses were 
removed with the vectis. Late closure of the wound 
occurred twice. Vitreous escaped in 11 cases (5.5 per 
cent). Prolapsed iris occurred in 8 cases (4 per cent) 
and slight iridoencleisis, short of prolapse, in 10 cases 
(5 percent). There was a cystoid scar in 3 instances. 
Tridocyclitis occurred in 21 cases (10.5 per cent) 
and in 9 of these (4.5 per cent) the eye was lost. 
Needling was done in 44 cases (22 per cent). In 
the entire series 14 eyes were lost (7 per cent). In 
117 cases (58.5 per cent) the vision was /;2 or 
better. 

In the third series, 10 extractions in diabetics, 
4 eyes were lost by iridocyclitis which in 3 cases 
directly followed the preliminary iridectomy. 

The fourth series comprised 50 operations done 
in Britain during. 1918. Cultures from the eyes 
were sterile or at most contained only the staphylo- 
coccus albus or citreus before operation was done. 
There were only 2 cases of iridocyclitis, and no eye 
was lost from this cause. Two eyes were lost from 
panophthalmitis and sympathetic ophthalmitis, 
respectively. In 44 cases the vision was °/6 or 
better. 

The author concludes that iridocyclitis is not 
always the effect of an infection from without, for 
the following reasons: 

1. An exactly similar iridocyclitis follows blows 
upon the eyes of aged and decrepit persons. 

2. The complication is entirely absent in Palestine 
in spite of the prevalence of trachoma and chronic 
conjunctivitis. 

3. If one eye has been affected with postoperative 
iritis, the other eye is apt to suffer in the same way. 

4. Increased stringency in asepsis, the use of 
cultures, masks, etc., does not séem to have sufficient 
influence in reducing the percentage. 

5. The fact that diabetics, who are susceptible 
to iritis, are far more apt to suffer from the disease 
than normal persons. 

The author emphasizes the value of a general 
study of the patient before operation, especially 
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with regard to oral sepsis and other endogenous 
foci. Valuable information as to the amount of re- 
action to be expected is often gained by a preliminary 
iridectomy. The lachrymal sacs are syringed out 
prior to operation as a routine procedure, and if 
pus is present, are excised. The author has found 
that extraction of the lens when the pupil is fully 
dilated favors iris incarceration. W. F. Moncreirr. 


EAR 


Abadal, L. V.: The Treatment of Mastoiditis in 
Infancy (Mastoiditis en la infancia; su tratamiento) 
Rev. espan. de cirug., 1919, i, 304. 

The infections of the mastoid in infants are of 
acute or chronic tuberculous type with an exudative 
diathesis. In a great many cases, and especially in 
infants only a few months old, acute mastoiditis may 
be effectively treated by making a simple Wilde in- 
cision a few centimeters long and then curetting the 
fungosities, or by the classical incision of Wilde. 
Often the abscess is merely subperiosteal. In some 
cases the antrum may be opened with the bistoury. 
By incising the external cortex drainage is greatly 
facilitated and the time of treatment is shortened. 

When other mastoid cells are invaded, however, 
or when a focus of osteitis has formed in the antrum 
o” mastoid, total decortication is necessary to pre- 
vent constant recurrences. 

The author follows the method recommended by 
Clané and Falgar even if the lesion is limited to the 
base of the mastoid. This consists of curetting all 
the cells and then swabbing out the opening. Pa- 
tients operated upon in this way recover rapidly. 
The main object in the method is to obtain asepsis 
since infection is what makes the treatment of this 
condition interminable. 

Abadal does not use antiseptic solutions, not even 
Dakin’s fluid. Hydrogen peroxide he regards as es- 
pecially bad since it favors the fungoid growths, 
If the wound is not badly infected the treatment 
should be dry, applications of tincture of iodine and 
lavage of weak solutions of zinc chloride being added 
intermittently and the wound plugged with loosely 
packed gauze. 

The majority of the hospital patients treated 
have subacute mastoiditis with a tuberculous basis, 
or chronic tuberculous mastoiditis. Owing to the 
delicacy of the mucosa of the cavity in infants, only 
a mastoidectomy is done. This is followed by care- 
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ful curetting of all suspicious points. Good results 
have been obtained in many cases. However, when 
there is a focus of infection in the aditus and espe- 
cially if it communicates with the cavity, there is no 
other remedy except the radical operation. With- 
out such an operation the patient is either not cured 
and there is a reappearance of the fungi and puru- 
lent discharge, or if a cure results it is obtained only 
after long persistence of the symptoms and an inter- 
minable number of treatments. The author con- 
cludes: 

1. In nurslings with acute mastoiditis an ample 
Wilde incision and curetting of the fungosities ob- 
viates a mastoid trephining. 

2. In older infants with acute or subacute mas- 
toiditis total decortication of the mastoid is almost 
always necessary and sufficient. 

3. If a focus of osteitis exists in the aditus, es- 
pecially the anterior half, decortication and care- 
ful curetting may suffice but generally the radical 
mastoid operation is required. 

4. When the origin of the mastoiditis is tubercu- 
lous or due to cholesteatoma, the antrum must be 
opened. W. A. BRENNAN. 


Botella, E.: The End-Results of Petromastoid 
Evacuations (Resultados lejanos de los vaciados 
petromastoideas). Rev. espan. de cirug., 1919, i, 302. 


The author’s conclusions are: 

1. In petromastoid evacuations the operative 
cavity becomes covered by epidermis. 

2. Ina large number of cases the natural renew- 
al of the epidermal cells results in an accumulation 
of these cells in the operative cavity, and owing to 
the fermentation of fatty acids a steatomatous mass 
is formed with the possible consequences of bone 
infection, abscesses, etc. 

3. In order to avoid such complications continu- 
ous vigilance and periodical cleansing are necessary. 
The cleansing should be done every fifteen or twenty 
days in the following way: lavage of hydrogen 
peroxide should be given for two days to loosen and 
dislodge the old cells, after which the surface should 
be wiped with a cotton applicator. Finally, the 
cavity should be swabbed with another applicator 
dipped in go per cent alcohol. 

4. Patients and their families should be in- 
formed regarding the danger of neglecting or omit- 
ting this postoperative cleansing of the cavity. 

W. A. BRENNAN. 


SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Barajas, J. M., and De Vilches: Albuminuria 
Following Operations upon the Nasal Fossze 
and Its Clinical Interpretation (Albuminurias 
consecutivas a las intervenciones en las fosas nasales 
y su interpretaci6n clfnica). Med. Ibera, 1919, vii, 
141. 

Albuminuria is very frequently observed follow- 
ing operations on the nasal fosse. It is ob- 
served exclusively, however, when the operation is 
done on the external part of the fossa and is never 
seen after an operation on the internal part. 

In the case of a patient who has undergone any 
surgical treatment involving the nasal fosse, even 
a cauterization, the urine should be systemati- 
cally examined for the presence of albumin during 
the twenty-four hours following the operation. 

The observations made by the authors in a 
number of cases lead them to conclude that the 
prognosis is favorable in spite of the fact that the 
albuminuria may be associated with alarming 
general symptoms. 

The pathogenesis of this albuminuria may be 
traced to a reflex action which, starting in the 
hypophysis, terminates in the kidney through dif- 
ferent nerve centers, principally the medulla 
oblongata in association with the vascular system. 

The fact that this syndrome is observed not only 
in cases of cauterization, but also following tur- 
binectomies suggests that the theory ascribing 
the stimulus which acts upon the nerve centers 
to a chemical substance elaborated in the site of 
cauterization is incorrect. W. A. BRENNAN. 


THROAT 


Robb, J. M.: Tonsillectomy Technique. J. Mich- 
igan State M. Soc., 1919, xviii, 333. 

After grasping the tonsil firmly, the margin of the 
anterior pillar should be entered close to the edge 
and always at the insertion of the palatoglossus 
muscle with thetongue. A sharp dissector should be 
used and then turned sidewise to cut upward. An 
assistant should follow with a crooked dull dissector, 
keeping the pillar on the stretch. Both pillars should 
be kept tense by pulling upward with the dull dis- 
sector while the sharp dissector frees the posterior 
pillar. The work of separating the tonsil from its bed 
may be done with the sharp or dull dissector or both, 
followed by the snare. O. M. Rort. 


Ruedi, T.: Observations on the Operative Treat- 
ment of Tuberculosis of the Larynx. Brit. 
M.J., 1919, i, 764. 

During a period of six years at Davos the author 
has seen 575 cases of laryngeal tuberculosis. In these 


575 cases 1,548 operations were performed, In 61 
cases curetting alone was done, in 168 both curetting 
and cauterization, and in the remaining 1,319 the 
electrocautery alone was employed. As _ regards 
the location of the disease, the author’s cases did not 
show any homolaterality of pulmonary and laryngeal 
tuberculosis. 

There were 259 cases of the first stage of the disease, 
265 of the second stage, and 509 of the third stage. 


Patients were subjected to operation only after their 


general condition had been improved as much as 
possible by fresh-air treatment. An operation for 
tuberculous laryngitis should be undertaken only 
when the pulmonary tuberculosis is stationary and 
the patient’s general condition is good. 

The method which gave the best results was 
electrocauterization, for which a _ sharp-pointed 
cautery was used with its full destructive action. 
No serious oedema followed this thorough cauteriza- 
tion,and tracheotomy for stenosis following operation 
was never necessary. Hamorrhages occurred twice. 

The results show that in the cases of the first stage 
of the disease the author obtained a cure in 49.4 per 
cent, i.e., no evidence of the disease was present three 
months after the last treatment. In cases of the 
second stage, cure was obtained in 25 per cent, and 
in those of the third stage, in 13.3 per cent. 

D. C. BALFour. 


MOUTH 


Pringle, J. H.: Displacement of the Mandibular 
Meniscus and Its Treatment. Brit. J. Surg., 
1919, Vi, 385. 

As in the knee-joint, so in the mandibular articu- 
lation, displacement of the meniscus is the result of 
some sudden movement. 

Contrary to the usual description of the man- 
dibular meniscus, the author has invariably found 
that there is a very decided central thickening of 
the dise in its coronal plane over the summit of the 
condyle. In front of this ridge there is a distinct 
depression in the disc which fits the tuberculum 
articulare of the temporal bone, while below and 
anterior to it there is a second thickening which 
forms the anterior border of the disc and in its 
lower part the insertion of the external pterygoid 
muscle. The author believes it is due to overaction 
or irregular action on the part of the external 
pterygoid muscle that the disc gets dragged out of 
its normal position. 

After displacement the disc acts as a foreign body 
in the joint; either it gets caught between the rolling 
condyle and the tuberculum articulare or con- 
tinues to move with the condyle but in flexion can- 
not clear the articular eminence. 
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Pain, difficult mastication, and a definite feeling 
of obstruction in the joint preventing complete 
flexion are the main symptoms. 

Reduction may be accomplished by keeping up 
hard pressure at the back of the condyle with the 
mouth open and slowly closing the jaw. In some 
cases this process must be repeated several times. 
The moment it succeeds, the sensation of the 
presence of a foreign body in the joint disappears at 
once. In recurring cases the only method of treat- 
ment is operation. 

In 1887 Annandale recorded two operative cases 
in which he sutured the loose disc to the periosteum. 
In 1911, the author removed the left disc in a young 
woman suffering from frequent recurrence and 
obtained a very good result. E. A. Printy. 


sate J.: Root Amputations. Denial Cosmos, 1919, 
xi, 649. 


The majority of dentists consider apicoectomy 
advisable in cases of chronic apical infections in 
which the bone, peridental membranes, and not more 
than the apical third of the root are involved. 

The roots of the 6 upper front teeth are ampu- 
tated most easily, while in the case of the 10 lower 
front teeth, the upper bicuspids, and the molars, 
this operation is difficult. 

Guttapercha is regarded as the best material for 
filling the root canals. The use of chloroform and 
resin, chlorapercha, or sucapercha with the gutta- 
percha seems to be a matter of choice. 

When the operation is followed by check radio- 
grams the percentage of successes is moderately 
high. 

Failures are reported as due to faulty technique, 
low vitality of the surrounding tissue, and re- 
infection. 

For removing the apex of the tooth, the burr is 
given the preference over the chisel. 

Six months is the average time required for com- 
plete regeneration of the bone in successful cases 
but varies with the patient’s age and vitality. 

Suturing the incision is recognized as being the 
preferable method of closing the wound as it tends 
to hasten the healing, prevent re-infection, and les- 
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sen the after-pain. In cases of extensive involve- 
ment, packing is advocated 

Opinion is divided as to whether apicoectomy 
should be performed by the specialist or the general 
practitioner. It is generally conceded, however, that 
unless the general practitioner is well equipped, 
has a thorough knowledge of asepsis, and has de- 
veloped a skillful technique, the operation should be 
performed only by the specialist. 

M. N. FEDERSPIEL. 


Dewey, K. W.: The Lipoids in Tumors of the 
Dental Region. J. Cancer Research, 1919, iv, 263. 


The selective staining methods of Ciacco, Smith, 
and Fischler used with the general lipoid stains, 
Sudan III and Nile blue, and reinforced by the aid 
of the polarizing microscope, are fairly adequate 
means for a histomorphological differentiation of 
the various lipoids present in tissues. 

The lipoids in pathologic dental tissue are chief- 
ly cholesterol which occurs at times as the stable ester 
compound, but much more frequently in more or 
less loose combirfation with fatty acids and other 
lipoids. The fatty acids and soaps which are found 
in certain tumors are located chiefly in the zone of 
squamous epithelial cells. Otherwise they occur in 
the degenerated walls of blood-vessels in tissue with 
a depleted blood supply. 

The mixtures of cholesterol and fatty acids occur 
in the form of droplets and granules within cells, 
chiefly endothelial cells and leucocytes. They have 
anisotropic properties. There are mixtures of cho- 
lesterol with glycerin esters and probably other 
lipoids in degenerated connective tissue which have 
not the form of droplets and granules and are not 
doubly refractive. The lipoids in pigments seem to 
be chiefly mixtures of cholesterol with glycerin 
esters. Double refraction is not observed in pig- 
ments. 

Fatty acids and soaps are found in areas where 
hyaline degeneration and calcification also are ob- 
served. The question of whether, or how, these sub- 
stances may be involved in the process of calcium 
decomposition was not approached in the principal 
part of the study. M. N. FEDERSPIEL. 
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